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PROVIDER NO. 14-1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2007.06
PERIOO FROM 03/C1,’2 007 TOO 2 29/2308 IN LIEU OF FORM CMS-2552-96 11/98) 37:16/2008 17:07

HCSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPCRT WORKSHEET S
CERT:FICATION AND SETTLEMENT SUMMARY PARTS I & II

INTERMEDIARY [ AUDiTED CATS RECEI.’EC
—______ : INITIAL

. : AB CPE6$ING
USE ONLY: [ DESK REVIEWED INTERMEDIARY NO.

_______

t I FINAL MOE

PARC : CEPC:ICA’C:ON

CHECK XX SLECTPOFICGLLY FILED COST REPCRT DATE —-

APPLICABLE BOX MANUALLY SUBMITTED COST REPORT TIME I : -

MISREPRESENTATION OR FALSIFICATION CF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BR PUNISHABLE BY CRIMINAL, 01111
AND ADMINISTRATIVE ACTION, FINE AND OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, I SERVICES IDENTIFrED IN THIS REPORI
WERE PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WHERE OTHEREISE ILLEGAL, CRIMINAL,
CIVIL AND ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERtIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY THAT I HAVE READ THE ABOVE STATEMENT AND THAT I NAVE EXAMINED THE ACCOMPANYING ELECTRONICALLY FILED
OR MANUALLY SUBMITTED COST REPORT AND THE BALANCE SHEET AND STATEMENT OF REVENUE AND EXPENSES PREPARED BY
CLAY COUNTY HOSPITAL (14-1351) (PROVIDER NAME(S) AND NUMBER(S)) FOR THE COST REPORTING PERIOD
BEGINNING 03/01/2007 AND ENDING 02/29/2008, AND THAT TO THE BEST OF MY KNOWLEDGE AND BELIEF, IT IS A TRUE, CORRECT AND
COMPLETE STATEMENT PREPARED FROM THE BOOKS AND RECORDS OF THE PROVIDER IN ACCORDANCE WITH APPLICABLE INSTRUCTIONS, EXCEPT
AS NOTED. I FURTHER CERTIFY THAT I AN FAMILIAR WITH THE LAWS AND REGULATIONS REGARDING THE PROVISION OF HEALTH CARE

SERVICES AND THAT THE SERVICES IDENTIFIED IN THIS COST REPORT WERE PROVIDED IN COMPLIANCE WITH SUCH LAWS AND REGULATIONS.

ECR Encryption: 07/10/2038 17:67 (SIGNED)

____________________________________________ _______

OLFX300C20ET:zWuaVIzUVWBjIA52I OFFICER OR ADMINIStRATOR DI’ PROVIDER(S)
uymmioMtie7nwLCj Fp6p ,hAV9SnKpw
lzz.O3yZCLOZ3nJH

______________________________

tITLE

P1 Encryption: 07/10/2008 17:07
dRNpLxBKGiEF: j7 .LxH8bO6EIcCVR0

____________________________________

rPF. vOWS6F3GA7nHywJCuYcwvJ4AJX DATE
zBItSOJy9uOo2eNe

PART II SETTLEMENT SUMMARY

TITLE V TITLE XVIII TITLE XIX
PART A PART B

1 2 3 4

1 HOSPITAL 315900 213644 1

2 SUBPROVIDER I 2

3 SWING BED SHF 6445 3

4 SWING BED - HF 4

5 SKILLED NURSING FACILITY
NURSING FACILITY 6

HOME HEALTH AGENCY 7

t OUTPATIENT REHABILITATION PROVIDER 8

9 RURAL HEALTH CLINIC I 108917 9

8.01 RURAL HEALTH C6,INIC II 9.11

101 TOTAL 322345 322561 1 -

THE ABOVE AMOUNTS REPRESENT ‘DUE TD’ DR ‘DUE FROM’ THE APPLICABLE PROGRAM FOR THE ELEMENT OF THE ABOVE COMPLEX INC’ATEG.

ACCORDING TO THE PAPERWORK REDUCTION ACT OF 1995, ND PERSCCS ARE REQUIRED TO RESPOND TO A COLLECTION OF INFORMATION UNLESS IT

DISPLAYS A VALID DM0 CONTROL NUMBER. THE VALID GYB CONTROL NUMBER FOR THIS INFORMATION COLLEC7’IDN IS ‘938-SCSI. THE TIME REOI’IRED

TO COMPLETE THIS INFORMATION COLLECTION IS ES76MATED 65 HOURS PER RESPONSE, INCLUDING THE CIME TO REVIEW INSTRUCTUNOS. SEAR’H

EXISTING RESOURCES, GATHER THE DATA HEEDED, AND COMPLETE AND REVIEW THE INFORMATION COLLECTION. IF YOU HAVE ANY CONTENTS CONCERNING

THE ACC.RACY OF THE TIME ESTIMATE(S) OR SUGGESTIONS FOR IMPRONUNG THIS FORM, PLEASE WRITE TO: HEALTH CARE FINANCING ADMINISTRATION,

‘910 SECURITY BOULEVARD, N2-14-26, BALTIMORE, MARYLAND 11244 1890, AND TO THE OFFICE OF THE INFORMATION AND REGULATORY AFFA’9S,

OFFICE OF MANAGEMENT AND BUDGET, WASHINGION, DC. 20503.



PROVIDER NO. 14-1351 CLAY COUNTY HOSPITAL
PERIOD FROM 03/01(2007 TO 0229/2008

HOSPITAL AND HEALTH CARE COMPLEX IDENTIFICATION DATA

HC5-TAL AND HOSPITAL HEALTH CARE COMPLEX ADDRESS,
STPEET: 911 STACY SURE DRIVE
CITY: FLORA STATE: IL

HOSPITAL AND HOSPITAL BASED COMPONENT iDENTIFICATION:

COMPONENT COMPONENT NAME

HOSPITAL CLAY COUNTY HOSPITAL 14 1351 12/21/2005
SUBPROVIDER I
SWING BEDS - SNF CLAY COUNTY SWING BED 14-1351 12i21/2005
SWING BEDS - HF
HOSPITAL-BASED SNF
HOSPITAL-BASED HF
HOSPITAL BASED OLTC
HOSPITAL-BASED HHA
SEPARATELY CERTIFIED ASC
HOSPITAL BASED HOSPICE
HOOP BASED RHO CLAY COUNTY MEDICAL CLINIC 04 3498 11/29 2005
HOSP-BASED RHO 11 LOUISVIlLE MEDICAL CLINIC 14 3487 12 18 2’GE
OUTPATIENT REHABILITATION PROVID
RENAL DIALYSIS

COST REPORTING PERIOD (MM/DD/YYYY FROM: 13/01/2007

TYPE OF CONTROL 9

OF HOSPITAL/SUEPROVIDER
HOSPIIAL 1
SUBPROVIDER I

INFORMATION
INDICATE IF YOUR HOSPITAL IS EITHER (1) URBAN OR (2) RURAL AT THE END OF THE
COST REPORTING PERIOD IN COLUMN 1. IF YOUR HOSPITAL IS GEOGRAPHICALLY CLASSIFIED

OR LOCATED IN A RURAL AREA, IS YOUR BED SIZE IN ACCORDANCE WITH CFR 42 412.105

LESS THAN OR EQUAL TO 100 BEDS, ENTER IN COLUMN 2 ‘Y’ FOR YES OR ‘N’ FOR NO,

DOES YOUR FACILITY QUALIFY AND IS CURRENTLY RECEIVING PAYMENT FOR
DISPROPORTIONATE SHARE IN ACCORDANCE WITH 42 CPR 412.106?
HAS YOUR FACILITY RECEIVED GEOGRAPHIC RECLASSIFICATION? ENTER Y FOR YES
AND ‘N’ FOR NO. IF YES, REPORT IN COLUMN 2 THE EFFECTIVE DATE.
ENTER IN COLUMN 1 YOUR GEOGRAPHIC LOCATION EITHER (1) URBAN (2) RURAL. IF YOU ANSWERED 2
URBAN IN COLUMN 1 INDICATE IF YOU RECEIVED EITHER A WAGE OR STANDARD GEOGRAPHIC

RECLASSIFICATION TO A RURAL LOCATION, ENTER IN COLUMN 2 ‘Y’ AND N POW NO. IF COLUMN 2
IS YES, ENTER IN COLUMN 3 THE EFFECTIVE DATE mm/dd/yyyy) (SEE INSTRUCTION: . DOES YOUR

FACiLITY CONTAIN 100 OR FEWER BEDS IN ACCORDANCE WITH 42 CFR 412.105? ENTER IN COLUMN 4

‘Y’ FOR YES AND ‘H’ FOR NO. ENTER IN COLUMN 5 THE PROVIDERS ACTUAL MSA OR CBSA.

FOR STANDARD GEOGRAPHIC RECLASSIFICATION NOT WAGE), WHAT IS YOUR STATUS AT THE BEGINNING 2

OF THE COST REPORTING PERIOD. ENTER (1) URBAN AND (2 RURAL.

FOR STANDARD GEOGRAPHIC PECLASSIFICATION (NOT WAGE. , WHAT IS YOUR STATUS AT THE END OF THE 2

COST REPORTING PERIOD. ENTER 1 URBAN AND (2 RURAL.

DOES THIS HOSPITAL QUALIFY FOR THE THREE-YEAR TRANS:T:DN OF HOLD HARMLESS PAYMENTS FOR A NO

SMALL RURAL HOSPITAL UNDER THE PROSPECTIVE PAYMENT SYSTEM FOR HOSPITAL OUTPATIENT SERVICES

UNDER DRA SECTION 5109? ENTER ‘Y’ FOR YES AND ‘N’ PC?. NO.

ARE YOU CLASSIFIED AS A REFERRAL CENTER? NO

DOES THIS FACILITY OPERATE A TRANSPLANT CENTER? IF YES, ENTER CERTIFICATION DATE(S) BELOW NO

IF THIS IS A MEDICARE CERTIFIED KIDNEY TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE,rnrn/dd/yyyy)

IF THIS IS A MEDICARE CERTIFIED HEART TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE (rnm/dd/yyyy

IF THIS IS A MEDICARE CERTIFIED LIVER TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE mm/dd/vyyv(

F THIS IS A MEDICARE CERTIFIED LUNG TRANSPLANT DEXTER, ENTER THE CERTIFICATION DATE nrn/dd/yvvy

IF MEDICARE PANCREAS TRANSPLANTS ARE PERFORMED SEE IHSTRUCTONS FOR ENTERINO CERTIFICATION DATE

IF THIS IS A MEDICARE CERTIFIED INTESTINAL TRANSPLANT CTR, ENTER hE CERT. DATE mm’dd,yyvv

IF THIS IS A MEDICARE CERTIFIED ISLET TRANSPLANT CENTER ENTER THE CENT. DATE mm/dG/yvyy

IF THIS AN ORGAN PROCUREMENT ORGANIZATION OPO , ENTER THE OPO NUMBER IN COLUMN 2

2
3
4
5
6
7
8
9

11
12
14
14.01
15
16

1’

18

TYPE
19
20

OTHER
21

21.01

21.02

21.03

21.04

21. 05

21.06

22
23
23.01
23.02
23.03
23.04
23 .05
23 .06
23.07
24

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2007.08
IN LIEU OF FORM CV.S-2552-96 (05/2007 17 2z2D08 13:15

‘SCRKSHEEI S 2

P.C. BOX
ZP CODE: 62835-0281 COUNTY: CLAY

PROVIDER DATE P C C N
NUMBER CERIIPIED V XliI XX

2 3 4 5

N 0 0 2

N 0 N 4
S

7

11
2

H 0 N 14
H 0 N 14

16

TO: 12,29/2008
2

19
20

21

21.01

21 02

21.04

21.06

21.06

23.01
23.12
23.03
23.14



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL
PERIOD FROM 03/01/2007 TO 02/29/2008

HOSPITAL AND HEALTH CARE COMPLEX IDENTIFICATION DATA

of INFORMATION
0/ IS THIS A TEACHING HOSPITAL OR AFFILIATED WITH A TEACHING HOSPITAL AND YOU ARE MAKING NO

PAYMENTS FOR I & R?
25.01 IS THIS TEACHING PROGRAM APPROVED IN ACCORDANCE WITH CMS PUB. 15 I, CHAPThR 4? NO
25.02 IF LINE 25.01 IS YES, WAS MEDICARE PARTICIPATION AND APPROVED TEACHING PROGRAM STATUS NO

IN EFFECT DURING THE FIRST MONTH OF THE COST REPORTING PERIOD? IF YES, COMPLETE
WORKSHEET E 3, PART IV. IF NO, COMPLETE WORKSHEET 0-2, PART II.

25.03 AS A TEACHING HOSPITAL, DID YOU ELECT COST REIMBURSEMENT FOR PHYSICIANS’ SERVICES AS NO
DEFINED IN CM5 PUB. 15 I, SECTION 2148? IF YES, COMPLETE WORKSHEET 0 9.

25.04 ARE YOU CLAIMING COSTS ON LINE 70 OF WORKSHEET A? IF YES, COMPLFTE WORKSHEET 0-2 NO
25.05 HAS YOUR FACILITY DIRECT GME FTE CAP COLUMN 1) OR INN CAP COLUMN 2 BEEN REDUCED UNLER

42 CFR 413,79(0 (3) OR 42 CFR 412,105,6) (1) iv) (B’? ENTER ‘Y’ FOR YES AND N FOR NO IN
THE APPLICABLE COLUMNS. (SEE INSTRUCTIONS

25.06 HAS YOUR FACILITY RECEIVED ADDITIONAL DIRECT GME FTE RESIDENT CAP SLOTS OR IME FTE
RESIDENT CAP SLOTS UNDER 42 CFR 413,79(c (4) OR 42 CFR 412.105(6 (1) (iv ‘C ? ENTER ‘Y’ FOR
YES AND ‘N’ FOR NO IN THE APPLICABLE COLUMNS. SEE INSTRUCTIONS

26 IF THIS A SOLE COMMUNITY HOSPITAL SCH , ENTER THE NUMBER OF PERIODS SCH STATUS IN EFFECT.
ENTER BEGINNING AND ENDING DATES OF SCH S’IATUS ON LINE 26.01. SUBSCRIPT LINE 26.01 POE
NUMBER OF PERIODS IN EXCESS OF ONE AND ENTER SUBSEQUENT DATES.

26.01 ENTER THE APPLICABLE SCH DATES, BEGINNING’ ENOING
26.03 IF THIS A SOLE COMMUNI’IY HOSPITAL (SCH) FOR ANY PART OF THE COST REPORTING PERIOD, ENTER

THE NUMBER OF PERIODS WITHIN THIS COST REPORTING PERIOD THAT SCH STATUS WAS IN EFFECT
AND THE SCH WAS EITHER PHYSICALLY LOCATED OR CLASSIFIED IN A RURAL AREA.

26.04 IF LINE 26.03 COLUMN 1 IS GREATER THAN ONE ENTER THE EFFECTIVE DATES (SEE INSTRUCTIONS),
BEGINNING, ENDING, BEGINNING, ENDING,

27 DOES THIS HOSPITAL HAVE AN AGREEMENT UNDER EITHER SECTION 1883 OR SECTION 1913
FOR SWING BEDS? IF YES, ENTER THE AGREEMENT DATE (mm/dd/yyyy( IN COLUMN 2.

28 IF THIS FACILITY CONTAINS A HOSPITAL BASED SNF, ARE ALL PATIENTS UNDER MANAGED CARE
OR THERE WAS NO MEDICARE UTILIZATION ENTER ‘Y’, IF ‘N COMPLETE LINES 28.01 AND 28.02.

28.01 IF HOSPITAL BASED SNF ENTER APPROPRIATE TRANSITION PERIOD 1, 2, 3, OR 100 IN CDL 1, ENTER
IN COLS 2 AND 3 THE WAGE INDEX ADJUSTMENT FACTOR BEFORE AND ON OR AFTER OCTOBER isO

28.02 ENTER IN CDL 1 THE HOSPITAL BASED SNF FACILITY SPECIFIC RATE (FROM YOUR Fl.)
If YOU HAVE NOT TRANSITIONED TO 100% PPS SNP PAYMENT. IN CDL 2 ENTER THE FACILITY
CLASSIFICATION URBAN(1) OR RURAL(2( . IN CDL 3, ENTER THE SNF NSA CODE OR TWO
CHARACTER CODE IF A RURAL BASED FACILITY. IN CDL 4, ENTER THE SNF CBEA COOP OR TWO
CHARACTER CODE IP RURAL BASED FACILITY.

A NOTICE PUBLISHED IN THE ‘FEDERAL REGISTER’ VOL. 68, NO. 149 AUGUST 4, 2003 PROVIDED
FOR AN INCREASE IN THE RUG PAYMENTS BEGINNING 10/01/2003. CONGRESS EXPECTED THIS
INCREASE TO SE USED FOR DIRECT PATIENT CARE AND RELATED EXPFNSES, ENTER IN COLUMN 1
THE PERCENTAGE OF TOTAL EXPENSES FOR EACH CATEGORY TO TOTAL SNF REVENUE FROM
WORKSHEET G-2, PARI I LINE 6, COLUMN 3. INDICATE IN COLUMN 2 ‘Y’ FOR YES OR ‘N’ FOR NO
IF THE SPENDING REFLECTS INCREASES ASSOCIATED WITH DIRECT PATIENT CARE AND RELATED
EXPENSES FOR EACH CATEGORY. (SEE INSTRUCTIONS)

lvi i’ STAFFING 0.00
28.04 RECRUITMENT 0.00
28.05 RETENTION OF EMPLOYEES 0.00
28.06 TRAINING 0.00
28.07 OTHER (SPECIFY)

29 IS THIS A RURAL HOSPITAL WITH A CERTIFIED SNF WHICH HAS FEWER THAN 50 BEDS IN THE NO
AGGREGATE FOR BOTH COMPONENTS, USING THE SWING BED OPTIONAL METHOD OF REIMBURSEMENT?

30 DOES THIS HOSPITAL QUALIFY AS A RURAL PRIMARY CARE HOSPITAL (RPCH(/CRITICAL ACCESS YES
HOSPITAL (CAN)? SEE 42 CFR 485.60666.

30.01 IF SO, IS THIS THE INITIAL 12 MONTH PERIOD FOR THE FACILITY OPERAIED AS A RPCH/CAH? NO
SEE 42 CFR 413.70.

30.02 I IHIS FACILITY QUALIFIES AS AN RPCH/CAH, HAS IT ELECTED THE ALL INCLUSIVE METHOD Os NO
PAYMENT FOR OUTPATIENT SERVICES?

30.03 IF THIS FACILITY QUALIFIES AS A CAN, IS IT ELIGIBLE FOR COST REIMBURSEMENT FOR AMBULANCE NO
SERVICES? IF YES, ENTER IN COLUMN 2 THE DATE OF ELIGIBILITY DETERMINATION (DATE MUST BE
ON OR AFTER 12/21/2000

30.04 IF THIS FACILITY QUALIFIES AS A CAN, IS IT ELIGIBLE FOR COST REIMBURSEMENT FOR I&R TRAINING NO
PROGRAMS? ENTER ‘Y’ FOR YES AND ‘N FOR NO. IF YES, THE GME ELIMINATION WOULD NOT BE ON
WORKSHEET B, PART I, COLUMN 26 AND THE PROGRAM WOULD BE COST REIMBURSED. IF YES COMPLETE
WORKSHEET 0 2, PART II.

31 IS THIS A RURAL HOSPITAL QUALIFYING FOR AN EXCEPTION TO THE CRNA FEE SCHEDULE? NO
SEE 42 CFR 412.113,07.

OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION 2007.06
IN LIEU OF FORM CMS’2552 96 05/2007) C 10/2008 1315

SORKSHEEI 5 2
CONTINUED

YES 01/25/1985

25

25.01
25.02

25.03

2’ 04
2.,. 05

25.06

26

26 .01
26.03

26.04

27

28

28.01

28.02

N 28.03
N 28.04
N 28.05
N 28.06

28.07

29

3

3 1

30 03

30.04

31



PROVIDER NO. 14-1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION: 2007.06
PERIOD FROM 03/01/200” TO 02/29/2008 IN LIEU OF FORM CNS 2552-96 (05/2007) 07/10/2008 13:15

HOSPITAL ANO HEALTH CARE COMPLEX IOENTIFICATIOH DATA WORKSHEET S 2
(CONTINUED’

LANEOUS COST REPORTINO INFORMATION
IS THIS AN ALL INCLUSIVE RATE PROVIDER? IF YES, ENTER THE METHOD USED (A, B, OR K ONLY)
IN COLUMN 2,
IS THIS A HEW HOSPITAL UNDER 42 CFR 412,300 PPS CAPITAL? ENTER ‘Y’ FOR YES AND ‘N’ FOR
NO IN COLUMN 1. IF YES, FOR COST REPORTINO PERIODS BEGINNINO OH OR AFTER OCIOBER 1, 202,
00 YOU ELECT TO BE REIMBURSED AT 100% FEDERAL CAPITAL PAYMENT, ENTER ‘Y’ FOR YES AND ‘H
FOR NO IN COLUMN 2.

34 IS THiS A NEW HOSPITAL UNDER 42 CFR 413.40(fHl( i. TEFRA?
35 HAVE YOU ESTABLISHED A HEN SUBPROVIDER I EXLUDED UNIT) UNDER 42 CFR 413.40(f((1( 1)?

V XVIII XIX
PROSPECTIVE PAYMENT SYSTEM ,PPS( CAPITAL 1 2 3

36 DO YOU ELECT FULLY PROSPECTIVE PAYMENT METHODOLOGY FOR CAPITAL COSTS? NO NO NO 36
36.01 DOES YOUR FACILITY QUALIFY AND RECEIVE PAYMENT FOR DISPROPORTIONATE SHARE IN ACCORDANCE HO HO NO 36.01

WITH 42CFR412.320?
37 DO YOU ELECT HOLD HARMLESS PAYMENT METHODOLOGY FOR CAPITAL COSTS? NO HO NO 37
37.01 IF YOU ARE A HOLD HARMLESS PROVIDER, ARE YOU FILING ON THE BASIS OF 100% OF FEDERAL PATE? 37.01

TITLE XIX INPATIENT HOSPITAL SERVICES
38 DO YOU HAVE TITLE XIX INPATIENT HOSPITAL SERVICES? YES 38
38.01 IS THIS HOSPITAL REIMBURSED FOR TITLE XIX THROUGH THE COST REPORT EITHER IN FULL OR IN PART? NO 38.11
38.02 DOES THE TITLE XIX PROGRAM REDUCE CAPITAL FOLLOWING THE MEDICARE METHODOLOGY? YES 38
38.03 ARE TITLE XIX HF PATIENTS OCCUPYING TITLE XVIII SNF BEDS DUAL CERTIFICATION ? HO 8. 3
38.04 DO YOU OPERATE AN ICF/MR FACILITY FOR PURPOSES OF TITLE XIX? NO

40 ARE THERE ANY RELATED ORGANIZATION OR HOME OFFICE COSTS AS DEFINED IN CMS PUB. 15 I, NO 40
CHAPTER 10? IF YES, AND THERE ARE HOME OFFICE COSTS, ENTER IN COLUMN 2 THE HOME OFFICE
PROVIDER NUMBER. (SEE INSTRUCTIONS( IF THIS FACILITY IS PART OF A CHAIN ORGANIZATION,
ENTER THE NAME AND ADDRESS OF THE HOME OFFICE.

40.01 NAME: Fl CONTRACTOR’S MANE: Fl/CONTRACTOR’S NUMBER: 40.01
40.02 STREET: P.O.BOX: 40.02
40.03 CITY, STATE: ZIP CODE: 40.03
41 ARE PROVIDER BASED PHYSICIANS’ COSTS INCLUDED IN WORKSHEET A? YES 41
42 ARE PHYSICAL THERAPY SERVICES PROVIDED BY OUTSIDE SUPPLIERS? YES 42
42.01 ARE OCCUPATIONAL THERAPY SERVICES PROVIDED BY OUTSIDE SUPPLIERS? HO 42.01
42.02 ARE SPEECH PATHOLOGY SERVICES PROVIDED BY OUTSIDE SUPPLIERS? NO 42.02
43 ARE RESPIRATORY THERAPY SERVICES PROVIDED BY OUTSIDE PROVIDERS? HO 43
44 IF YOU ARE CLAIMING COST FOR RENAL SERVICES ON WORKSHEET A, ARE THEY INPAT SERVICES ONLY? NO 44
45 HAVE YOU CHANGED YOUR COST ALLOCATION METHODOLOGY FROM THE PREVIOUSLY FILE COST REPORT? NO 45

SEE CMS PUB. 15-Il, SEC’IIUN 3617. IF YES, ENTER THE APPROVAL DATE (mm/dd/yyyy( IN COLUMN 2.
45.01 WAS THERE A CHANGE IN THE STATISTICAL BASIS? 45.01
45.02 WAS THERE A CHANGE IN THE ORDER OF ALLOCATION? 45.02
4’ 3 WAS THERE A CHANGE TO THE SIMPLIFIED COST FINDING METHOD? 4’.

IF YOU ARE PARTICIPATING IN THE NHCMQ DEMONSTRATION PROJECT MUST HAVE A HOSPITAL BASED SNF 4?
DURiNG THIS COST REPORTING PERIOD, ENTER THE PHASE.

IF THIS FACILITY CONTAINS A PROVIDER THAT QUALIFIES FOR AN EXEMPTION FROM THE APPLICATION OF THE LOWER OF COST OR CHARGES,
ENTER A ‘Y’ FOR EACH COMPONENT AND TYPE OF SERVICE THAT QUALIFIES FOR THE EXEMPIIOH; ENTER ‘N IF NOT EXEMPT SEE 42 CF’S 41,.13 -

OUTPATIENT OUTPATIENT OUTPATIENT
PART A PART B ASC RADIOLOGY DIAGNOSTIC

1 2 3 4 5
N N N H N
N N N N N
N

33

HO

NO

HO
NO

31

33

34
35

47 HOSPITAL
48 SUBPROVIDER I
49 SKILLED NURSING FACILITY N
50 HOME HEALTH AGENCY N N

52 DOES THIS HOSPITAL CLAIM EXPENDITURES FOR EXTRAORDINARY CIRCUMSTANCES IN ACCORDANCE WITH
42 CFR 412.348(e 7

52.01 IF YOU ARE A FULLY PROSPECTIVE OR HOLD HARMLESS PROVIDER ARE YOU ELIGIBLE FOR THE SPECIAL
EXCEPTION PAYMENT PURSUANT TO 42 CFR 412.348)g(? IF YES, COMPLETE L, PART IV.

53 IF THIS IS A MEDICARE DEPENDENT HOSPITAL (MOM), ENTER THE NUMBER OF PERIODS MOH STATUS IN
EFFECT. ENTER BEGINNING AND ENDING DATES OF MDH STATUS ON LINE 53.11. SUBSCRIPT LINE
53.01 FOR NUMBER OF PERIODS IN EXCESS OF ONE AND ENTER SUBSEQUENT DATES.

53.01 MDH PERIOD: BEGINNING: ENDING’
54 LIST AMOUNTS OF MALPRACTICE PREMIUMS AND PAID LOSSES:

PREF’IUMS. 250138 PAID LOSSES: AND OR SELF INSURANCE,
54.01 ARE MALPRACTICE PREMIUMS AND PAID LOSSES REPORTED IN OTHER THAN THE ADMIHISTRATIuE AN.

GENERAL COST CENTER? IF YES SUBMIT SUPPORTING SCHEDULE LISTINC COST CENTERS AND AMOJNIS
CONTAINED THEREIN.

95 DOES YOUR FACILITY QUALIFY FLR ADDIIIDNAL PROSPECTIVE PAYMENT IN ACCORDANCE WITH
42 CFR 412.10”. ENTER Y FOR YES AND H FOP HO.

47
48
49
50

52

52.01

HO

NO

YE’.



PROVIDER NO. 14-1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO YSTEM VERSION 200706
PERIOD FROM 03/01/2007 TO 02/292OO8 IN LIEU OF FORM CMS 2552-96 05 200” 07 10/2008 115

HOSPITAL AND HEALTH CARE COMPLEX IDENTIFICATION DATA WORKSHEET S 2
CONTINUED)

DATE Y/N LIMIT Y,’N FEES
0 1 2 3 4

56 ARE YOU CLAIMING AMBULANCE COSTS? IF YES, ENTER IN COL 2 THE PAYMENT LIMIT / / NO 0.00 ND 56
PROVIDED FROM YOUR FISCAL INTERMEDIARY IF THIS IS FIRST YEAR OF OPERATIONS,
NO ENTRY 15 REQUIRED IN CDL 2. IF CDL 1 IS ‘Y’ ENTER ‘Y’ DR ‘N’ IN CDL 3
WHETHER THIS IS YOUR FIRST YEAR OF OPERATIONS FOR RENDERING AMBULANCE SERVICES.
ENTER IN CDL 4, IF APPLICABLE, THE FEE SCHEDULES AMOUNTS FOR THE PERIOD
BEGINNING ON OR AFTER 4/1/2002.

57 ARE YOU CLAIMING NURSING AND ALLIED HEALTH COSTS? NC 57
58 ARE YOU AN INPATIENT REHABILITATION FACILITY (IRF) , OR DO YOU CONTAIN AN IRF SUBPRDVIDER? NO 56

ENTER IN CC,CMNI’Y’ FOR YES AND ‘N’ FOR ND. IF YES HAVE YOU MADE THE ELEC’TIIN FLR 100%
PPS REIMBURSEMENT? ENTER IN COLUMN 2 ‘Y’ FOR YES AND ‘N’ FOR NO. THIS DETIIN IS ONLY
AVAILABLE FIR COST REPORTING PERIODS BEGINNING ON CR AFTER 1/1 2002 AND BEFORE Il/i 2012.

58.01 IF LINE 58 COLUMN I IS Y, DOES THE FACILITY HAVE A TEACHING PROGRAM IN THE MIST RECENT 58.01
COST REPCRTINO PERIOD ENDIU3 ON OR BEFORE NOVEMBER 15, 2004? ENTER IN CCI,UXN I ‘Y’ FOE YES
OR ‘N’ FCRGC. IS THE FACI LITY TRAINING RESIDENTS IN A NEW TEACHINU PROORAW IN ACCORDANCE
WITH FR VOL 1, ND I6 DATED AUGUST 15, 2015 PAGE 47929? ENTER IN COLUSGI 2 ‘Y FOR YES DR
‘N’ FOR NC. IF COLUMN 2 IS Y, ENTER 1, 2, DR 3 RESPECTIVELY IN COLUMN 3 ‘SEE INSTRUCTIONS,
IF THE CURRENT COST REPORTING PERIOD COVERS THE BEGINNING OF THE FOURTH ENTER 4 IN COLUMN 3,
OR IF THE SUBSEQUENT ACADEMIC YEARS OF THE NEW TEACHING PROGRAM IN EXISTENCE. ENTER 5.
(SEE INSTRUCTIONS)

59 ARE YOU A LONG TERM CARE HOSPITAL (LTCH(, OR DO YOU CONTAIN A LTCH SUBPROVIDER? NO 59
ENTER IN COLUMN 1 ‘Y’ FOR YES AND ‘N’ FOR NO. IF YES HAVE YOU MADE THE ELECTION FOR 110%
PPS REIMBURSEMENT? ENTER IN COLUMN 2 ‘Y’ FOR YES AND ‘N’ FOR RU. (SEE INSTRUCTIONS)

60 ARE YOU AN INPATIENT PSYCHIATRIC FACILITY (1FF), OR DO YOU CONTAIN AN 1FF SUBPROVIDER? NO 60
ENTER IN COLUMN 1 ‘Y’ FOR YES AND ‘N FOR NO. IF YES, IS THE 2FF OR IPF SUBPROVIDER A
NEW FACILITY? ENTER IN COLUMN 2 ‘Y’ FOR YES AND ‘N’ FOR NO. (SEE INSTRUCTIONS,

60.01 IF LINE 60 COLUMN 1 IS Y, DOES THE FACILITY HAVE A TEACHING PROGRAM IN THE MOST RECENT 60.01
COST REPORTING PERIOD ENDING ON OS BEFORE NOVEMBER 15, 2104? ENTER ‘Y’ FOR YES OR ‘N’
FOR ND. IS THE FACILITY TRAINING RESIDENTS IN A NEW TEACHING PROGRAM IN ACCORDANCE WITH
42 CFR SEC. 412.424,5, .1 iii((2 ? ENTER IN COLUMN 2 ‘Y’ FOR YES OR ‘N’ FOR NO. IF COLUMN 2
IS Y, ENTER 1, 2. DR 3 RESPECTIVELY IN COLL’MN 3 SEE INSTRUCTIONS . F THE CURRENT COST
REPORTING PER000 COVERS THE BEGINNING OF THE FOURTH ENTER 4 iN COLUMN 3, Os’. IF ThE
SUBSEQUENT ACADEMIC YEARS OF THE NEW TEACHING PROGRAM IN EXISTENCE, ENTER SEE 1115CR.



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS INC. WIN-LASH MICRO SYSTEM VERSION: 200706
PERIOD FROM 03 01/2007 TO 02/29/2008 IN LIEU OF FORM CMS 2552-96 (9/2000) 07/10/2008 13:15

WORKSHEE1 5 3
PART I

CAH
NO, OF BED DAYS PATIENT

BEDS AVAII.ABLE HOURS

1 HOSPITAL ADULTS & FEDS, EXCL
SWING BED, OBSERU I HOSPICE DAYS

2 NEC
3 HOSPITAL ADLLTS & PEGS -

SWING BED SNF
4 HOSPITAL ADULTS .5 PROS

SWING BED NF
5 TOTAL ADULTS & FEDS

EXCL OBSERVATION BEDS
6 INTENSIVE CARE UNIT
7 CORONARY CARE UNTI
8 BURN INTENSIVE CARE UNIT
9 SURGICAL INTENSIVE CARE UNIT

10 OTHER SPECIAL CARE (SPECIFY)
11 NURSERY
12 TOTAL HOSPITAL
13 RPCH VISITS
14 SUBPROVIDER I
15 SKILLED NURSING FACILITY
16 NURSING FACILICY
17 OTHER LONG CERN CARE
18 HOME HEALTH AGENCY
20 ASC (DISTINCT PART
21 HOSPICE DISTINCT PART)
23 0/P RENAB PROVIDER
24 RHC I
24.01 RHC II
25 TOTAL
26 OBSERVATION BED DAYS
27 AMBULANCE TRIPS
28 EMPLOYEE DISCOUNT DAYS

HOSPITAL AND HEALTH CARE COMPLEX STATISTICAL DATA

CDX PC DENT

-I’P DAYS ‘ o P VISITS DR:PS -

LTCH CBS.
CITLE TITLE NONCOVERED TITLE BEDS

V XVII DAYS XIX ALMITTEC

22 8152 112128.1

22 8052 112128.0

22 8052 112128.0

22

455

45

344

659

4002

4002

5395

777

10

12
13
14
15
16
17
18
20
21
23
24
24 .01
25

4 26
27
28



1 HOSPIIAL ADULTS & PEDS, EXCL.
SWING BED, OBSERV & HOSPICE DAYS

2 HMO XIX
3 HOSPI PAL ADULTS & PROS

SWING BED SNF
4 HOSPITAL ADULTS & PEDS

SWING BED HF
S TOTAL ADULTS & PEDS

EXCL OBSERVATION BEDS
6 INTENSIVE CARE UNIT
7 CORONARY CARE UNIT
8 BURN INIENSIVE CARE UNIT
9 SURGICAL INTENSIVE CARE UNIT

10 OTHER SPECIAL CARE SPECIFY’
11 NURSERY
12 TOTAL HOSPITAL
13 RPCH VISII7S
14 SUBPROVIDER I
15 SKILLED NURSING FACILITY
16 NURSING FACILITY
17 OTHER LONG TERN CARE
18 HOWE HEALTH AGENCY
20 ASC (DISTINCT PART)
21 HOSPICE (DISTINCT PART
23 0/P REHAB PROVIDER
24 RHCI
24.01 RHC II
25 TOTAL
26 OBSERVATION BED DAYS
27 ANBULANCE TRIPS
28 EMPLOYEE DISCOUNT DAYS

OPTIMIZER SYSTEMS, INC. WIN LASH M1CN... SYSPEW VERSION . 0 26
IN LIEU OF FORM CMS 2552 96 9 200 07 10 2008 1,15

WORKSHEET 5 3
PART I

CONTINUED
-

- INTERNS & RES FTES- FULL TIME EQUIV
LESS I&N
REPL NON- EMPLOYEES NONPAID

TOTAL PHYS ARES NET ON PAYROLL WORKERS
8 9 10 11

PROVIDER HO. 14-1351 LAY COUNTY HOSPITAL
PERIOD FROM 0/31/200 TO 02/29/2’08

HOSPITAL AND HEALTH CARE COMPLEX STAPIS7IICAL DATA

---I/P DAYS / 0/P VISITS / TRIPS -

OBS. OBS. OBS.
BEDS NOT TOTAL ALL BEDS BEDS NOT

COMPONENT ADMITTED PATIENTS ADMITTED ADMITTED
S.02 6 6.31 6.02

4672

59

52,1

5231

19848

47 246 20 226

4

8
9

10
11
12
13
14
15
16
17
18
20
21
2i
24
24.01
25
26
2
28

155.60

99

159.59



PROVIDER NO. 14-1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION, 2007.06
PERIOD FROM 03/11:211.’ TO 12/29.2008 IN LIEU OF FORM CXS-2552-96 92000) 07’10’21I5 13:15

HOSPITAL AND HEALTH CARE COMPLEX STATISTICAL DATA WORKSHEET S-3
PAST I

CONTINUED
DISCFAROES

TITLE TITLE TITLE TOTAL ALL
COMPONENT V XVIII XIX PATIENTS

II 13 14 15

1 HOSPITAL ADULTS & PEDS EXCL. 960 1,C 1192
SWING BED, OBSRRV & HOSPICE DAYS

2 HMO XIX
3 HOSPITAL ADULTS & FEDS

SWING NED SNF
4 HOSPITAL RDULTS S FEDS 4

SWING NED NF
5 TOTAL ADULTS & P505

EXCL OBSERVATION BEDS
6 INTENSIVE CARE UNI1’ 6
7 CORONARY CARE UNiT 7
8 BURN INTENSIVE CARE UNIT 8
9 SURGICAL INTENSIVE CARE UNIT 9

10 OTHER SPECIAL CARE SPECIFY)
Ii NURSERY 11
12 TOTAL HOSPITAL 96 161 0092 12
13 RPCH VISITS ‘3
14 SUBPROVIDER I
15 SKILLED NURSING FACILITY
16 NURSING FACILITY
1? OTHER LONG TERM CARE

-

IS HOME HEALTH AGENCY
21 ASC DISTINCT PART: 21
21 HOSPICE )DISTINCT FART
23 0/P REHAB PROVIDER 23
24 RHO I 24
24.01 RHO II 24.01
25 TOTAL 25
26 OBSERVATION BED DAYS 26
27 AMBULANCE TRIPS 27
28 EMPLOYEE DISCOUNT DAYS 28



PROVIDER NO. 14-1351 CLAY COUNTY HOSPITAL
PERIOD FROM 03/01/20 7 TO 02/29/2008

10 SUPERVISORY PHYSICIAN(S) AND HOURS OF SUPERVISION
DURING PERIOD

10 01
10 02
10 03

PHYSICIAN NAME
ALDEN JALLORINA, MO

NRIDELENE DR LA ROSA MD
GALEN F LUEKINO, MD
JENNIFER MANEJA, MD
FAIYAZ AHMED

PHYSICIAN NAME
ALDER JALLORINA, MD

OALEN F LUEKINO, MD
HEIDI DE LA ROSA, MD
JENNIFER MANEJA, MD

BILLING NO.
057720

C4 1343
154401
D14 758

HOURS
40 00

40 00
40 00
41 00

OPTIMIZER SYSTEMS, INC. WIN-LASS MICRO SYSFEM VERSION- 2107 06
IN LIEU OF FORM CMS 252 96 II 98’ 7 1 2008 13:15

RNC I WORKSHEEF S
PROVIDER-BASED RURAL HEALTH CLINIC, COMPONENT NO’ 14 3458
FEDERALLY QUALIFIED HEALTH CENTER
PROVIDER STAD:STICAL DATA

CHECK APPLICABLE BOX: XX RHC [ ] FOND

CLINIC ADDRESS AND IDENTIFICATION:
1 STREET: 929 STACY BURR DRIVE
1.11 CITY: FLORA STATE: IL ZIP CCDE: 62839
2 DESIGNATION FOR FQHCS ONLY - ENTER R’ FOP. RURAL OR ‘U’ FOR URBAN

SOURCE OF FEDERAL FUNDS GRANT AWARD

3 COMMUNITY HEALTH CENTER SECTION 331,5 - PHS ACT’
4 MIGRANT HEALTH CENTER SECTION 329 5 , PHS ACT:
5 HEALTH SERVICES FOR HOMELESS SECTION 340 2 , P55 ACT:
6 APPALACHIAN REGIONAL COMMISSION
7 LOOK ALIKES
8 OTHER

PHYSICIAN INFORMATION:
9 PHYSICIAN(S FURNISHING SERVICES AT THE CLINIC

OR UNDER AGREEMENT
9.01
9.02
9.13
9,04

COUNTY: CLAY 1,01

3

5

9

9,01
9,02
9.03
9. 04

10

10,11
10 02
10 03

11

12

13
14

15
15.01

16

11 DOES THIS FACILITY OPERATE AS OTHER THAN RN RHO OR FQHC? NO
IF YES, INDICATE NUMBER OF OTHER OPERATIONS IN COLUMN 2
(ENTER SUBSCRIPTS OF LINE 12 THE TYPE OF CTHER OPERATION)S’ AND THE OPERATING HOURS:

FACILITY HOURS OF OPERATIONS (1)
SUNDAY MONDAY TUESDAY MECNESDAY THURSDAY FRIDAY SATURDAY

CYPE OPERATION FROM TO FROM TO FROM TO FROM TO FROM TO FROM CU FSLM TO
0 1 2 3 4 5 6 -‘ 8 9 10 11 12 13 14

12 CLINIC 800 1710 801 1”O6 811 1710 80,, 1710 811 1721

-: ITER CLINIC HRS OF OPERATION ON LNE 12 & OTHER TYPE OPERATIONS ON SUBSCRIPTS OF LNE 12 (BOTH TYPE & HRS OF OPERAIION:
-IST HOURS OF OPERATION BASED ON A 24 HOUR CLOCF. FOR EXAMPLE: 8:00AM IS 1811, 6:30PM IS 1830, AND MIDNIGHT CS 2420.

13 HAVE YOU RECEIVED AN APPROVAL FOR AN EXCEPTION TO THE PRODUCTIVITY STANDARD? NO
14 IS THIS A CONSOLIDATED COST REPORT AS DEFINED IN CMS PUB 27, SECTION 516D: YES 2

IF YES, ENTER IN COLUMN 2 THE NUMBER OF PROVIDERS IN THIS COST REPORT.
LIST THE NAMES OF ALL PROVIDERS AND NUMBERS BELOW.

15 PROVIDER NAME: CLAY COUNTY HOSPITAL CLIN PROVIDER NUMBER: 14 3458
15.01 LOUISVILLE MEDICAL CLINIC 14 3487

V XVIII XIX
16 HAVE YOU PROVIDED ALL OR SUBSTANTIALLY ALL GME COSTS? IF YES, ENTER IN COLUMNS NO

2, 3, AND 4 THE NUMBER OF MEDICARE VISITS PERFORMED BY INTERNS AND RESIDENTS,
17 HAS THE HOSPITAL’S BED SIZE CHANGED TO LESS THAN 50 BEDS DURING THE YEAR FOR NO

COST REPORIING PERIODS OVERLAPPING 7/1/2001? ENTER Y’ FOR YES AND ‘N FOR NO.
IF YES, SEE INSTRUCTIONS.
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PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL
PERIOD FROM 33/01 200 TO 02 2, 2008

ANALYSIS OF CHANGES CURING COST REPORTING
PERIOD IN CAPITAL ASSET BALANCES OF HOSPITAL

AND HOSPITAL HEALTH CARE COMPLEX CERTIFIED
TO PARTICIPATE IN HEALTH CARE PROGRAMS

PART I ANALYSIS OF CHANGES IN OLD CAPITAL ASSET BALANCES

1 LAND
2 LAND IMPROVEMENTS
3 BUILDINGS AND FIXTURES
4 BUILDING IMPROVEMENTS
5 FIXED EQUIPMENT
6 MOVABLE FQUIPMSNT
7 SUB1OTAL
8 RECONCILING ITEMS
9 TOTAL

PART 11 - ANALYSIS OF CHANGES IN HEM CAPITAL ASSET BALANCES

OP1IMIZRR SYSTFMS, INC. WIN LASH MIRO SYSIRM IORS ON 2
IN L1EJ OF FORM CMS 2552 96 9 96 7 8 13 .5

ACQUISITIONS
BEGINNING
BALANCES PURCHASE DONASION TOTAL

1 2 3 4

WORKSHEET A 7
PARTS I & II

FULLY
ENDING DEPRECIATED
BALANCE ASSETS

6 7

1 LAND
2 LAND IMPROVEMENTS
3 BUILDINGS AND FIXTURES
4 BUILDING IMPROVEMENTS
S FIXED EQUIPMENT
6 MOVABLE EQUIPMENT
7 SUBTOTAL
8 RECONCILING ITEMS
9 TOTAL

DESCRIPTION

- ACQUISITIONS
BEGINNING
BALANCES PURCHASE DONATION TOTAL

1 2 3 4

DISPOSALS FULLY
AND ENDING DEPRECIATED

RETIREMENTS BALANCE ASSETS
5 6

DESCRIPTION

DISPOSALS
AND

RETIREMENTS

132111 132111
221790 5063 5063 226853

10996836 588003 588003 11584839

5263435 281059 281059 7278 5537216

16614172 874125 874125 278 17481019

16614172 874125 874125 7278 17481 19

I
2
3
4

6

8
9



OLD CAP REL COSTS BLDG & FIXI
OLD CAP EEL COSTS WVBLE EQUIP
NEW CAP EEL COSTS BLDG & FIX:
NEW CAP RHC EEL COSTS BLDG & Fl
NEW CAP REL COSTS MUBLE EQUIP
TOTAL

DEPREC
DESCRIPTION IATION

9

OLD CAP EEL COSTS BLDG & FIXT
OLD CAP EEL COSTS MVBLE EQUIP
NEW CAP EEL COSTS BLDG & FIXT 628010
NEW CAP EHC EEL COSTS BLDG & FIX 125416
NEW CAP EEL COSTS MVBLE EQUIP 382592
TOTAL 1136018

PART IV RECONCILIATION OF AMOUNTS FROM WORKSHEET A,

DEPREC
DESCRIPTION IATION

9

OLD CAP REL COSTS-BLDG & FIXT
2 OLD CAP REL CDSTS-MVBLE EQUIP

SEW CAP EEL COSTS-BLDG & FIXT
301 NEW CAP RHC REL COSTS BLDG & FIX
4 NEW CAP EEL CDSTS-MVBLE EQUIP

TOTAL

9546517
22651’S
553 216

17348908

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION 200706
IN LIEU OF FORM CMS 25S2 96 (9/96) 07/10/2008 13,15

WORKSHEET A-7
PARTS III & IV

ALLOCATION OF OTNER CAPITAL
OTHER

CAPITAL
RAT1O INSURANCE TAXES RELATED TOTAL

COSTS

.000 00

.0:0010
550266
130566
319168

1.000000

SUMMARY OF OLD AND NEW

LEASE INTEREST INSURANCE

10 11 12

26500
7508
5970

39978

SHRU 4
OLD AND NEW

INSURANCE

12

PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL
PERIOD FROM 03/01 2007 TO 02/29’2008

PANT III - RECONCILIATION OF CAPITAL COST CENTERS

COMPUTATION

GROSS CAPITALIZED
DESCRIPTION ASSETS LEASES

OF RATIOS
GROSS
ASSESS

FOR
RATIO

954651
22651 5
5537216

1 3489,8

1
2
3
3.01
4
5

1
2
3
3 .01
4
5

4

CAPITAL

TAXES

13

-24939

24939

CAPITAL

TAXES

13

OTHER
CAPITAL
RELATED

COSTS
14

OTHER
CAPITAL
RELATED

COSTS
14

3 11

TOTAL

15

1
2

668167 3
126129 3.0].

4
13 ‘18:

IOTAL

15

1
2

1025646 3
—6795 3.01

656969 4
1675820 5

13657
18144

148961
167105 13657

COLUMN 2, LINES 1
- SUMMARY OF

LEASE INTEREST

10 11

357658
18144

148961
167105 357658

628010

808008
1136018

39978

39978

-24939

24939



PROVIDER NO. 14-1351 CLAY COUHTY HOSPITAL
PERIOD FROM 03/11’2007 TO 12’29/20C8

ADJUSTMENTS TO EXPENSES

10

12

13
14

15
16
17
18

19
20
21
22
23

24

25

26

27

28
29
30
31

35

36

39

42
43
44
46
46
47
48
49
60

MEET
A 8 2 -744809

WEST
A 8-1

B

MEET
A84
MEET
A-8 4
MEET
A 8-3

WEST
WEST A-8-4

WEST
MEET A 8 4

-7559
-28557
-68681

-6910
257497

-2233

6378

475

RESPIRATORY THERAPY

PHYSiCAL THERAPY

HOME HEALTH ADEHCY
UTILIIATION REVIEW SHE
OLD CAP EEL COSTS BLDG & FXT
OLD CAP EEL COSTS-MVBLE EQUIP
NEW CAP EEL COSTS-BLDG & PIXT
HEM CAP EEL COSTS-MVBLE EQUIP
NGNPHYSICIAN AHESTHETIETE

EMPLOYEE BENEFITS
ADMINISTRATIVE 6 GENERAL
ADMINISTRATIVE & DENERAL
ADMINISTRATIVE & GENERAL
AIIESTHESIOLOGY
EMPLOYEE BENEFITS

EMPLOYEE BENEFITS
EMPLOYEE BENEFITS
PHYSICAL THERAPY

II 3
3

6
7

8
9

10
11

1’
13

14

16
17

18
19
20
21
22

23

24

26

26

27
24
‘S

3C
31
32
33
34

36

36
37
38
39
41
41

47
44

46

48
49

OPTIMIZEE SYSTEMS, INC. WIN LASH MICEC SYSTEM VERSION: 20I.I6
IN LIEU CF FORM CNS-2662 96 11,98 I I /2119 13:16

MCEE5NEET A-&
EXPENSE CLASSIFICATION ON WORESHEET AIC/
FROM MHICN THE AI1OUNT IS TO BE ADJUSTED WrIST A 7

AMCVNT COST CENTER LINE NL PEE

B
A

OLD CAP EEL COSTS BLDG & FIXT
OLD CAP EEL COSTS-MVBLE EQUIP

344001 NEW CAP EEL COSTS-BLDG & FIXT
NEW CAP EEL COSTS-I’NBLE EQUIP

-1600 ADMINISTRATIVE & GENERAL
3037 ADMINISTRATIVE & GENERAL

76785 DIETARY

787 MEDICAL SUPPLIES CHARGED TO BAT

-3252 MEDICAL RECORDS & LIBRARY

B

B

GEECEIPTION

INVESTMENT INCOME-OLD BLGGS & FIXTURES
INVESTMENT INCOME - OLU MOVABLE EQUI PMENT
INVESTMENT INCOME-NEW BLOOE & FIXTURES
INVESTMENT INCOME -NEW MOVABLE EQUIPMENT
INVESTMENT INCOME-OTHER
TRADE, QUANTITY, AND TIME DISCOUNTS
REFUNDS AND EEBATES GE EXPENSES
RENTAL GE BEOVIDEE SPACE BY SUPPLIERS
TELEPNONN SERVICES : PAY STATIONS EXCL)
TELEVISION AND EADIG SERVICE
BARE1NO LOT
PROVIDER BASED PHYSICIAN ADJUSTMENT

EALE GE SCEAP, WASTE, ETC.
RELATED ORGANI ZATION TRANSACTIONS

LAUNDRY AND LINEN SERVICE
CAFETERIA EMPLOYEES AND GUESTS
RENTAL GE QUAETBES TO EMPLOYEES & DINERS
SALE GE MEDICAL AND SURGICAL SUPPLIES ID
OTHER THAN PATIENTS
SALE GE DRUGS TO OCHER THAN PATIENTS
SALE GE MEDICAL RECORDS AND ABSTRACTS
NURSING SCHOOL IUITION,EEEE,BOOEE ETC
VENDING RACNINEE
INCOME PEON IMPOSITION GE INTEREST,
FINANCE GE PENALTY CHARGES
INTEREST EWE ON MEDICARE OVEEPAYNENTS &
BOEROMINGS TO REPAY MEDICARE OVERPAYMENT
ADJ FOR RESPIRATORY THERAPY COSTS IN
EXCESE GE LIMITATION - HOSPITAL
ADJ EGE PHYSICAL THERAPY COSTS IN
EXCESS OF LIMITATION - HOSPITAL
ADO FOE NNA FNYSICAL THERAPY COSTS IN
EXCESS OF LIMITATION
UTIL REVIEW-PHYSICIANS’ COMPENSATION
UEFEEC1ATION- -OLD BUILDINGS & EIXTUMES
DEPRECIATION- -OLD MOVABLE EQUIPMENT
GEBEECIATIGN- NEW BUILDINGS & FIXTURES
DEPRECIATION NEW MOVABLE EQUIPMENT
NON-PHYSICIAN ANESTHETIST
PHYSICIANS ASSISTANT
ADJ FOE OCCUPATIONAL THERAPY COSTS IN
EXCESS GE LIMITATION - HOSPITAL
ADJ FOE SPEECH PATHOLOGY COSTS IN
EXCESS OF LIMITATION - HOSPITAL
EEG PHYSICIAN EMPLOYEE BENEFITS
MISCELLANEOUS REVENUE
PUBLIC RELATIONS
LOBBYING EXPENSE
CENA EXPENSE
EMPLOYEE BENEFITS LAB TESTS

PHYSICIAN CLINIC EXPENSE
FHYSICIAN RECRUITMENT
FNYSICIAN RECRUITMENT

6

11

55

17

49

60

71
99

2

4
21

P

41

TOTAL 1966269



PROVIOER NO. 14 1351 CLAY COUNTY HOSPIrAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION: 200706
PERIOO FROM 03/01 2007 TO 02 29/2008 IN LIEU OF FORM CMS 255296 9/2 00) 07/10/2008 13:15

STATEMENT OF COSTS OF SERVICES FROM RELAFEO ORGANIZATIONS AND HOME OFFICE COSTS WORRSHEET A 8 1

A TS INCURRED AND AOJUSTMENTS REQUIREO AS A RESULT OF IRANSACTIONS WITH RELATED ORGANIZATIONS OR THE CLAIMINO OF
E OFFICE COSTS:

AMOUNT OF AMOUNT INCL NET AOJ WKST
LINE ALLOWABLE IN EKSI A, USTMENTS A 7

NO. COST CENTER EXPENSE ITEMS COST COL S REF
1 3 4 6 7

2

4 4
5 TOTALS

B. INTERRELATIONSHIP OF RELATEO ORGANIZATION S ANO OR HOME OFFICE:

THE SECRETARY, BY VIRTUE OF AUTHORITY GRANTED UNDER SECTiON 1814)b 1) OF THE SOCIAL SECURIrY ACT REQUIRES THAT YOU
FURNISH THE INFORMATION REQUESTED UNDER PART B OF THIS WORKSHEET.

THE INFORMATION IS USED BY INS HEALTH CARE FINANCING ADMINISTRATION AND ITS INTERMEDIARIES IN DETERMINING THAT THE COSTS
APPLICABLE TO SERVICES, FACILITIES, AND SUPPLIES FURNISHED BY ORGANIZArIONS RELATED TO YOU BY COMMON OWNERSHiP OR CONTROL
REPRESENT REASONABLE COSTS AS DETERMINED UNDER SECTION 1861 OF THE SOCIAL SECURITY ACT. IF YOU DO HOT PROVIDE ALL OR ANY
PART OF THE REQUESTED INFORMATION, THE COST REPORT IS CONSIDERED INCOMPLETE AND NOT ACCEPTABLE FOR PURPOSES OF CLAIMING
REIMBURSEMENT UNDER TITLE Xviii.

RELATED ORGANZArION)S ADD/OR HOME UFFICE
PERCENT PERCENT

SYMBOL WANE OF HANS OF TYPE OF
(1) OWNERSHIP OWNERSHIP BUSINESS

1 2 3 4 5 6
1
2
3 3
4 4

(1 USE THE FOLLOWING SYMBOLS TO INDICA7E THE INTERRELATIONSHIP TO RELATED ORGANIZATIONS:
A. INDIVIDUAL HAS FINANCIAL INTEEES’l STOCKHOLDER, PARTNER, ETC.) IN BOIH RELAISU ORGANIZA’IION AND IN PROVIDER.
B. CORPORATION, PARTNERSHIP, OR OTHER ORGANIZATION HAS FINANCIAL INTEREST IN PROVIDER.
C. PROVIDER HAS FINANCiAL INIERESO IN CORPORATION, PARTNERSHIP, OR OTHER ORGANIZATION.
0. DIRECTOR, OFFICER, ADMINISTRATOR, OR KEY PERSON OF PROVIDER OR RELATIVE OF SUCH PERSON HAS FINANCiAL

INTEREST IN RELATED ORGANIZATION.
E. INDIVIDUAL IS DIRECTOR, OFFICER, ADMINISTRATOR, OR KEY PERSON OF PROVIDER AND RELATED ORGANIZATION.
F. DIRECTOR, OFFICER, ADMINISTRATOR, OR KEY PERSON OF RELATED ORGANIZATION OR RELATIVE OF SUCH PERSON HAS

FINANCIAL INTEREST IN PROVIDER.
0. OTHER (FINANCIAL OR NON FINANCIAL) SPECIFY:



PROVIDER ND. 14 1351 CLAY COUNTY NCSPITAL
PERIOD FROM 0311,20I7 so 02/29/2508

PROVIDER BASED PHYSICIAN ADJUSTMENTS

OPTIMIZER SYSTEMS, INC. MIN-LASN MICRO SYSTEM VERSION: 2017.06
IN LIED CF RORM CMS 25C2 96 9’95 C 1 21.5 0319

RLRKSNREI A 6 1

1 44 LABORATORY
2 63.5 RriC
3 53 RLECTPDCARCIOLOGY
4 61 EMERGENCY
5 54 ELSCTRCENCRRNALDORAPNY
6 49 RESPIRATORY TNRRAPY

101 TOTAL

TOTAL
RNMUNERA - PRCRRS
lION INCL SIONAL PROVIDER

PRINCES COMPONENT TOMPCNRNT
3 4 6

2461
28513
23130

0074497
63605

2392
1206766

.RRST
£5 COST DSI:TSR/

INR PHYSICIAN IDSNTIFIRR
NO.

AGGREGATE
AGGREGATE
AGGREGATE
AGGREGATE
AGGREGATE

PHYSICIAN VNAD
PROVIDER VSTSD

RCR COMPONENT PUS
AMOUNT HOURS LANIT

6 6

24’37

437323
23130

6 371”
53630

2392
744809

PRRCEHT
CF UNAD
JUSTRD

RCS LIMIT



PROVIDER NO. 14 1351 CLAY COUNCY HOSPITAL
PERIOD FROM 03/01 2007 TO 02/29/2008

PROVIDER BASED PHYSICIAN ADJUSTMENTS

5IKST

f A COST CENTER!
INS PHYSICIAN IDEN’IIFIER
NO,
12 11

1 44 LABCRATCRY
2 63.55 RHC AGGREGATE
3 13 ELECTROCARDIOLOOY AGGREGATE
4 61 EMERGENCY AGGREGATE
5 54 ELECTRQSNCEPHALOGBAPHY AGGREGATE
6 49 RESPIRACOPY TSERAPY AGGREGATE

101 TOTAL

OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM
IN LIEU OF FORM CMS 2552 96 9/96)

COST OF PROVIDER PHYSICIAN PROVIDER
MEMBERSHIP COMPONENT COST OF COMPONENT ADJUSTED BCE

& CGNTIN. SHARE OF MALPRACTICE SHARE OF BCE 013-
EDUCATION COLUMN 12 INSURANCE COLUMN 14 LIMIT ALLOWANCE

12 13 14 15 16 17

281.5

5

744 19

VERSION 2007.06
07/10/2009 13:15

WORKSHEET A 8 2

ADJUST
WENT
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PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION 2007.06
PERIOD FROM 03/01/2007 TO 32/29/2008 IN LIEU OF FORM CMS 2552.96 9/97) 07/10/2008 1315

COST ALLOCATION - GENERAL SERVICE COSTS WORKSHEET B
PART I

MEDICAL I&R COST &
COST CENTER DESCRIPTION RECORDS S SUBTOTAL POST STEP- TOTAL

LIBRARY LORD ADJS
1 25 26

GENERAL SERVICE COSC CENIERS

3 NEW CAP REL COSIS BLDG 0 FIXT
3.01 NEW CAP RHC RRL COSTS BLDG & Fl 3.01

4 NEW CAP REL COSTS MVBLR EQUIP

5 EMPLOYEE BENEFITS
6 ADMINISTRATIVE & GENERAL 6

8 OPERATION OF PLANT 8

801 RHC UTIL:TY EXPENSE 8.01

9 LAUNDRY & LINEN SERVICE 9

10 HOUSEKEEPING 10

11 DIETARY 11

12 CAFETERIA 12

14 NURSING ADW1NISIRATION
19 CENTRAL SERVICES & SUPPLY 15

16 PHARMACY 16

17 MEDICAL RECORDS & LIBRARY
INPATIENT ROUTINE SERV COST CENTERS

25 ADULTS PEDIATRICS 12733 .23135 22315

ANCILLARY SERVICE COST CENTERS
37 OPERATING ROOM 26927 1117311 3117311

40 ANESTHESIOLOGY 41

41 RADIOLOGY-DIAGNOSTIC 24937 1’55777 1755777 41

44 LABORATORY 1508749 1608749 44

49 RESPIRATORY THERAPY 316736 316736 49

50 PHYSICAL THERAPY 727743 727743 50

53 ELECTROCARDIOLOGY 90068 90068 53

54 ELECTROENCEPHALOGRAPHY 37948 37948 54

55 MEDICAL SUPPLIES CHANGED TO PAT 349276 349276 55

96 DRUGS CHARGED TO PATIENTS 666930 666930 56

59 PSYCHIATRIC/PSYCHOLOGICAL SERVI 616647 615647 59

DUTPATIENT SERVICE COST CENTERS
61 EMERGENCY 127112 1407867 1407867 61

62 OBSERVATION BEDS (NON-DISTINCT 62

63.53 RHC 2396265 2356265 83.50

OTHER REIMBURSABLE COST CENTERS
65 AMBULANCE SERVICES 740190 740190

71 HOME HEALTH AGENCY 1

SPECIAL PURPOSE COST CENTERS
9 SUBTOTALS 5306 79 13922242 13922242

NDNREIMBURSABLE COST CENTERS
98 GIFT, FLOSER, COFFEE SHOP & CAN 2298 12298

98 PHYSICIANS’ PRIVATE OFFICES 41598 8189 158188

101 CROSS FOOT ADJUSTMENTS 101

102 NEGATIVE COST CENTER 102

103 TOTAL 5277 14092728 4092728 103
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PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WINLASH MICRO SYSTEM VERSION: 200706
PERIOD FROM 03/01/2007 TO 12/29/2036 IN LIEU CF PORN CMS-2552-96 (9/96 07 10 2008 13:15

ALLOCATION OF NEW CAPITAL RELATED COSTS WORKSHEET B
PART III

RHO LAUNDRY HCUSR- DIETARY CAFETERIA NURSINO CSNTNAZ PHARMACY
COST CENTER DESCRIPTION UTILIIY & z:NEOJ KEEP:NJ ADMINIS- SEF,’: DES

EXPENSE 55502CR TEArI,N SUPP_Y
9 10 1 2 14 16

GENERAL SERVICE COST CENTERS
3 NEW CAP EEL COSTS-BLDG £ FIXT
3,21 NEW CAP RHC WET COSTS BCG & Fl 3.11
4 NEW CAP REL COSTS-MVBLE EQUIP 4
5 EMPLOYEE BENEFITS
6 ADMINISTRATIVE & DSNEEAL 6
8 OPERATION OF P_ANT 8
8.01 RHC UTILITY EXPENSR 8.01
9 LAUNDRY & LINEN SERVICE 2219 9

10 HOUSEKEEPING 11479 10
11 DIETARY 38 286 31838 11
12 CAFETERIA 92 21288 25575 12
14 NURSING ADMINISTRATION 691 16241’ 14
15 CENTRAL SERVICES & SUPPLY 47 134 230 214 9372 15
16 PHARMACY ‘5 46]. 438 11 1049 16
17 MEDICAL RECORDS & LIBRARY 332 1843

INPATIENT ROUTINE SERV COST CENTERS
25 ADULTS & PEDIATRICS 1096 2078 105,0 5992 5556 192 25

ANCILLARY SERVICE COST CENTERS
37 OPERATING ROOM 284 124’ 1613 1585 2519 31
40 ANESTHESIOLOGY
41 RADIOLOGY DIAGNOSTIC 203 921 1843 1648 ,14 41
44 LABORATORY 293 2304 2032 4300 44
49 RESPIRATORY THERAPY 103 1152 1037 88 49
50 PHYSICAL THERAPY 70 96 513 1843 142 50
53 ELECTROCARDI000GY 26 103 3 53
54 ELECTROENCEPNALOGRAPHY 103 1 54
55 MEDICAL SUPPLIES CHARGED TO PAT 1079 55
56 DRUGS CHARGED TO PATIENTS 10495 56
59 PSYCHIATRIC/PSYChOLOGICAL SERVI 791 59

OUTPATIENT SERVICE COST CENTERS
61 EMERGENCY 326 834 1843 1634 276 61
62 DBSERVATION BEDS NON-DISTINCT 62
63.50 RHC 414 56 2547 3226 226 63.50

OTHER REIMBURSABLE COST CENTERS
65 AMBULANCE SERVICES 47 363 23(4 ,‘ 96 21 6”
71 HOME HEALTH AGENCY

SPECIAL PURPOSE COST CRNTERS
9 SUBTOTALS 494 2223 1D14 31838 2,345 1624: 73 — 4,0 91

NONREIMBURSAB2,E COST CENTERS
96 GIFT, PLOWER, COFFEE SHOP & CAN 32 96
98 PHYSICIANS’ PRCVATE OFFICES 38 682 230 98
101 CROSS FOOT ADJUSTMENTS 101
102 NEGATIVE COST CENTER 102
103 ToTAL 522 2219 11579 31838 25575 16240 9372 10495 103



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS INC. WIN LASH MICSO SYSTEM VERSION 20 06
PERIOD FROM 03/01/2007 ‘00 02/29/2008 IN LIEU OF FORM CMS 2552 96 9/96 07/1 /2008 1315

ALLOCATION OF NEW CAPITAL RELATEO COSTS WORKSHEET B
PART III

MEDICAL I&R COST &
COST CENTER DESCRIPTION RECORDS & SUBTOTAL POST STEP TOTAL

LIBRARY DOWN ADJS
17 25 26 27

GENERAL SERVICE COST CENTERS
3 NEW CAP REL COSTS BDG & FIXT
301 NEW CAP RHC REL COSrS BLDG & Fl 301
4 NEW CAP REL COSTS MVBLE EJUIP 4
5 EMPLOYEE BENEFITS
6 ADMINISTRATIVE & GENERAL
8 OPERATION OF PLANT
801 RHC UTILITY EXPENsE
9 LAUNDRY & LINEN SERVICE

10 HOUSEKEEPING
11 DIEIARY 11
12 CAFETERIA
14 NURSING ADMINISTRATION 14
15 CENTRAL SERVICES & SUPPLY 15
16 PHARMACY 16
17 MEDICAL RECORDS & LIBRARY 70908 17

INPATIENT ROUTINE SERV COST CENTERS
25 ADULTS & PEDIATRICS 15854 195885 195885 25

ANCILLARY SERVICE COST CENTERS
37 OPERATING ROOM 3342 168306 168306 37
40 ANESTHESIOLOGY 40
41 RADIOLOGY DIAGNOSTIC 30896 313211 313211 41
44 LABORATORY 102608 102608 44
49 RESPIRATORY THERAPY 20630 20630 4
50 PHYSICAL THERAPY 36314 36314 50
53 ELECTROCARDIOLOGY 15005 15005 53
54 ELECTROENCEPHALOGRAPHY 7048 7048 54
55 MEDICAL SUPPLiES CHARGED TO PAT 932’ 9325 15
56 DRUGS CHARGED TO PATiENTS 20821 21821 56
59 PSYCHIATRIC/PSYCHOLOGICAL SERVI 49478 49478 59

OUTPATIENT SERVICE COST CENTERS
61 EMERGENCY 15777 95600 95600 61
62 OBSERVATION BEDS (NON-DISTINCT 62
6350 RHC 187967 187961 6350

OTHER REIMBURSABLE COST CENTERS
65 AMBULANCE SERVICES 69412 69412 65
71 HOME HEALTH AGENCY 71

SPECIAL PURPOSE COST CENTERS
9 SUBTOTALS 65869 1291610 1291610 95

NONREIMBURSABLE COST CENTERS
96 GIFT, FLOWER, COFFEE SHOP & CAN 3843 3843 96
98 PHYSICIANS’ PRIVATE OFFICES 5039 36366 36366 98
101 CROSS FOOT ADJUSTMENTS 101
102 NEGATiVE COSI CENTER 102
103 TOTAL 70908 1331819 1331819 103
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PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL
PERIOD FROM 03/01/2007 TO 02/29/2008

COST ALLOCATION STATISTICAL BASIS

OPrIMIzER SYSTEMS, INC. WIN LASH MICRO SYSTEM
IN LIEU OF FORM CMS 2552 96 9/97

VERSION, 2027.06
07 10 2008 13,15

WORKSNEET B-i

DIETARY CAFETERIA NURSING
ADMINIS -

TRATION
MEALS MEALS DIRECT
SERVED SERVED NRSNG HRS

ii 2 14

CENTRAL PHARMACY
SERVICES &
SUPPLY
COSTED COSTED
REQUIS. REDUIS.

GENERAL SERVICE CCST CENTERS
3 NEW CAP EEL COSTS 51.03 & FIXT
3.11 NEW CAP RHC EEL CCSTS BLDG &
4 NEW CAP EEL COSTS-MVBLE EQJIP
S EMPLOYEE BENEFITS
6 ADMINISTRATIVE & GENERAL
8 OPERATION OF PLANT
8.01 RHC UTILITY EXPENSE
9 LAUNDRY & LINEN SEPOOCE

10 HOUSEKEEPING
11 DIETARY
12 CAFETERIA
14 NURSING ADMINISTRATION
15 CENTRAL SERVICES & SUPPLY
16 PHARMACY
17 MEDICAL RECORDS & LIBRARY

INPATiENT ROUTINE SERV COSI CENTERS

25 ADULTS & PEDIATRICS

ANCILLARY SERVICE COST CENTERS

37 OPERATING ROOM
40 ANESTHESIOLOGY
41 RADIOLOGY-DIAGNOSTIC
44 LABORATORY
49 RESPIRATORY THERAPY
50 PHYSICAL THERAPY
53 ELECTROCARDIOLOGY
54 ELECTROENCEPHALOGRAPHY
55 MEDICAL SUPPLIES CHARGED TO P

56 DRUGS CHARGED TO PATIENTS
59 PSYCHIATRIC/PSYCHOLOGICAL SEE

OUTPATIENT SERVICE COST CENTERS

61 EMERGENCY
62 OBSERVATION BEDS ODD -DISTINC

63.50 RHC
OTHER REIMBURSABLE COST CENTERS
AMBULANCE SERVICES
HOME HEALTH AGENCY
SPECIAL PURPOSE COST CENTERS

95 SUBTOTALS
NOHREIMBURSABLE COST CENTERS

96 GIFT, FLOWER, COFFEE SHOP & C

98 PHYSICIANS’ PRIVATE OFFICES

101 CROSS FOOT ADJUSTMENTS

102 NEGATIVE COST CENTER

103 COST TO BE ALLOC PER B PT I

104 UNIT COST MULT ES B PT I

104 UNIT COST MULT-WS B PT I

105 COST TO BE ALLOC PER B PT II

106 UNIT COST MULl-ES B PT II

106 UNIT COST MLT-WS B PT II
107 COST TO BE ALLOC PER B PT III

108 UNIT COST MULl-MS B PT III

108 UNIT COST MULr-WS B PT III

14
15

310889 16

26 53903 15866 25

7 37
40
41
44
49
50
53
54
55

310889 56
59

63.50

110 157586 774164 310889 95

96
26 98

‘I].
102

331997 61120 238313 103
• 79d19 114

2. .I676’ .‘56553 104
105
105

9372 10495 10’
.012106 108

.333758 ..0d

COST CENTER DESCRIPTION
RHC LAUNDRY HOUSE-
UTILITY & LINEN KEEPING
EXPENSE SERVICE
SQUAPS POUNDS OF HOURS OF
FEET LAUNDRY SERVICE

9 01 9 10

4

2
8

157586
207’ 774190

538

15383

15990
19719
10062

121 0.

402 449 61463
114 41197

503 210
117
520

11699 3259 20366

3026 1955

216]. 1444
459
161

1675 1028 805
273 163

161

1240

3478 1308

9832 62 3998

501 569

13517 23672 16960 61463

129
906 1070

94591 319279 364514 257119
17.582411 2319.3636D

3.577687 5930625

522 2219 11579 31838 25575
.042053 .637645 230.405405

.093739 518003

208064

42436
355292

7237
11755

243
67

89115

8
10

5
8

9

11

15858 22782

18643

21339 1026

21647
1.743898

16241’

113055



PROVIDER NO. 14-1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERS:oN 2007.06
PERIOD FROM 03/01 2007 00 02/29/2008 IN LIEU OF FORM CMS 2552-96 9/97 C71C/23o8 1315

COST ALLOCATION - STATISTICAL BASIS WORKSHEET B 1

MEDI CAL
CCST CENTER DESCR1PTIDN RECORDS &

LIBRARY
TIME
SPENT

GENERAL SERVICE COST CENTERS
3 NEW CAP REL COSTS-BLDG & FIXT 3
3.01 NEW CAP RHO EEL COSTS-BLDG & 3.01
4 NEW CAP REL COSTS-MVBLE EQUIP 4
5 EMPLOYEE BENEFITS 5
6 ADMINISTRATIVE & GENERAL 6
8 OPERATION OF PLANT 8
8.01 RHO UTILITY EXPENSE 8.01
9 LAUNDRY & LINEN SERVICE 9

10 HOUSEKEEPiNG 10
11 DIETARY 11
12 CAFETERIA 12
14 NURSING ADMINISTRATION 14
15 CENTRAL SERVICES & SUPPLY 15
16 PHARMACY 16
17 MEDICAL RECORDS & LIBRARY 8274 17

INPALENT ROUTINE SERV ODSI CENTERS
25 ADULTS & PEDIATRICS 1850 25

ANCILLARY SERVICE COST CENTERS
37 OPERATING ROOM 390 37

40 ANESTHESIOLOGY 40

41 RADIOLOGY DIAGNOSTIC 3605 41

44 LABORATORY 44

49 RESPIRATORY THERAPY 49

50 PHYSICAL THERAPY 50

53 ELEOTROOARDIOLOGY 53

54 ELECTROENOEPHALOGRAPHY 54

55 MEDICAL SUPPLIES CHARGED TO P 55

56 DRUGS CHARGED TO PATIENTS 56

59 PSYOHIATRIC/PSYCHDLDGIOAL SEE 59
OUTPATIENT SERVICE COST CENTERS

61 EMERGENCY 1841 61

82 OBSERVATION BEDS (NON DISTINC 62

63.50 RHO 3 50

OTHER REIMBURSABLE COST CENTERS
AMBULANCE SERVICES 65

HOME HEALTH AGENCY 11

SPECIAL PURPOSE COST CENTERS
95 SUBTOTALS 7686 95

NDNREIMBUESABLE COST CENTERS

96 GIFT, FLOWER, COFFEE SHOP & C 96

,8 PHYSICIANS’ PRIVATE OFFICES 588 98

111 CROSS FOOT ADJUSTMENTS III

212 NEGATIVE COST CENTER 112

123 COST TO BE ALLOO PER B PT I 571277 103

114 UNIT COST MULT-WS B PT I 69.044839 104

114 UNIT COST MULT-WS B PT I 104

125 COST TO BE ALLOO PER B PT II 105

106 UNIT COST MULT ES B PT II 116

136 UNIT COST MULT ES B PT II 106

107 COST TO BE ALLOC PER B PT III 70908 117

108 UNIT COST MULT-WS B PT III 8.569978 108

108 UNIT COST MOLT ES B PT III 108



PROVIDER NO. 14 1351 CLAY COUNTY HOSPIIAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSCEM GERSION, 233
PERIOD FROM 03 03 2007 TO 02,29 2108 IN LIED OF FORM CMS-2552 96 5/1999 O 1 z008 13EI5

COMPUTATION OF RATIO OF COST TO CHARGES WORKSHEET C
PART I

TOTAL COST THERAPY
OST CENTFR DESCRIPTION FROM WKS’I B, LIMIT TOTAL RCE TOTAL

PART I, COL 27) ADJUSTMENT COSTS DISALLOWANCE COSIS
1 2 3 4 5

INPATIENT ROUTINE SERV COST CENTERS
25 ADULTS & PEDIATRICS 2231735

ANCILLARY SERVICE COST CENTERS
37 OPERATING ROOM 1117311 3
40 ANESTHESIOLOGY 43,
41 RADIOLOGY DIAGNOSTIC 1”55777 41
44 LABORATORY 1508749 44
49 RESPIRATORY THERAPY 316736
50 PHYSICAL IHERAPY 27743

53 ELECTROCARDIOLOGY 9,,068
54 ELECTROENCEPHALOORAPHY 37948 4
55 MEDICAL SUPPLIES CHARGED TO 349276 55
56 DRUGS CHARGED TO PATIENTS 666930 56
59 PSYCHIATRIC/PSYCHOLOGICAL 5 615647 59

OUTPATIENT SERVICE COST CENTERS
61 EMERGENCY 1407867 61
82 OBSERVATION BEDS NON DISTI 100238 100238 100238 62
63.50 RHO 2396265 63.50

OTHER REIMBURSABLE COST CENTERS
65 ANBULA.NCE SERVICES 740190 65

101 SUBTOTAL 14022480 100238 100238 101
102 LESS OBSERVATION BEDS 100239 100238 100238 102
103 TOTAL 13922242 103



O
i
a
a

1
3

W
W

W
*

*
*

*
W

1.
2

w
u
w

i
.

w
u

w
.
p
a
w

w
c
W

a
w

o
.
4

ia

13
8

9i11
’iqip

IiI
Ii

I
I

I!hI
‘

ih!
i!

I
a
t
:

u
’
i

13
1

3
-2

W
W

*
i
f
l
.4

O
ô

U
I

1.
3

a
w

o
a
I
—

.
a
a
w

a
w

a
I—

13
0
1
3

a
a
a
w

i
.
w

a
w

a
u

13
o
p
’

u
*
a
e
e
e
a
m

13
.4

I

13
13

1
3

1
3

1
3

1.
*

1
3

1.
4

a
.
i

a
i.

’
m

l’
0
0
1
3
*
U

1
1
3
a

13
W

o
a
a
u

I
—

e
U

I
a
w

a
a
m

—
a

.4
1
3

.a
a

a
u
Ia

•
t
’
a
a
w

u
r
m

m
a

p
.4

*
0

1
3

*
w

a
a
u
o
a
I
-
a
.
4

c
i—

a
s
u

m
o

w
a
.
i
o

a
.
a
w

.
0

*
0

1
3
0
1
$

w
—

a
4
a
s
u
a
a

a

13
0

0
13

13
1

3
1

3
1

3
13

1
3
1
$

1.
3

1.3
.4

4
4

a
i-

a
I
1

3
1

3
b

*
-
4

$
.I

w
0

U
I

13
1
3
0

a
—

a
u

i
-
W

4
4
4
4

*
13

0
4

.a
a

o
a
ts

1
3
1
3
1
3
1
3
1
3

a
-
a
a
e

ID
h

i
h
I

1
3

*
1
3
*
1
3

W
1
3
0
0
0
1
3
W

ô
ts

C
13

a
a
a

s
u
e

m
w

a
a
w

a
w

t
s
w

a
w

13
tO

O
W

O
O

w
w

w
o

a
O

i
a
w

u
.4

.4

r
i
-
.

d
a
m

a
m

u
i
-
i
-
w

a
m

u
u

w
0

13
*

O
4

m
o
m

W
w

o
*
a
w

13
0
’

0
0

I
9

0
*
1
3

o
a
u
.
o
w

a
W

a
13

N
9

L
t
a
e

0
1

2
1

3
,
*

*
a
S

O
13

a
io

w
a

O
m

u
i
D

e
t
o
I
-
a
a

a
tO

i-
W

i-
W

W
O

1
$
1
3
0
W

0
$

4

j
0 -a

i
l
e

r
!

P
o

o
a

a
a
a

1
$
U

I
U

W
I
$
1
3
*
0
0
0
W

1.
2

5
0

1
3
1
4
1
.’

a
w

ta
p

’
.
a
m

*
u
o
t
.
*
,
’
o
i

I

W
I fl

m
a



H 0
o

o
o

a
a
a
a

a
m

a
w

m
n

w
m

5
5

0
0

w
a

w
.-

e
u

.r
n

m
r
W

i
i

•
m

.
a
W

o
.
a
—

o
_

.

0
0
0

U
i

W
I
J
H

0

‘U
H I p I

I
I

H o
a

m
a

a

—
I_

I-

I

W
H

0 m
x

.
w

x

I Is 0
-

U
’
I a H

W
b
S

W
U

i.
.

0
0

I-
I-

Iii91
I I I

‘
r
r
r

0
0

0
0

S
I
s
H

H
H

O
I
F

1
J
’
.

r
m

a
m

a
•
O

U
’
W

iC
O

S
O

C
4

H
.

.4
4
.3

4
o
a
u
U

i
o
,
s
a
H

a
13

4
4
.
4
4

o
I
J
w

m
s
o
a
a
o

H
S

M
m

a
m

a
O

W
b
i
U

S
a
-
s
m

a
2

H
b
a
ln

O
e

‘
e
m

S
e

4

H
H

H
H

H i
m

e
m

w
i.

i-
,a

.u
i,

w
m

a
m

a
o

.
a
a

S
0
W

W
q
U

0
O

a
e

.
•

m
m

.a
u
..
a
.a

m
a
,

o
a
,
J
m

O
s
s
j
a
a

m
a

0
.

m
o

4
4

4
4

H
a
e

o
l
J
w

s
a
a
a
a
o

H
m

a
m

a
•
w

a
o
m

m
a
.
s
,
m

-
a
e

a
‘U

M
m

m
m

w
w

m
a

W
W

0
,m

S
i
S

S
S

.1

I o
m

im
im

L.
i.

.t
S

a
0

-
m

a
n
o
m

w
w

o
a
a
a

a
•

4
m

aW
o

a
l
)
.
o

.
.
e
,
a

13
.4

w
a
,

0
I
3

,
,
a
a
a
a
r

I.
a

.o
e
a

o
m

r
,
.
.
c
.
.
—

a
e

a
C

M
I

.‘
..
H

W
W

O
4
W

5
I
g
5
5

—
H

W
i
l

—
n

i
l
-
a
.’

N
H

.
-
i H
O

o
n S

fl
H

H
H

H
H

Z
C

H

I a I H U
’
I

j8 Ii S U
’.

‘3
S

S h
i

0 0
$ H I

•
•

a
a

c
c
—

m
a
m

a
a
m

a
m

i
a
w

s
.p

a
a
.
.
.
,
.

a
.

h
H

i
U

i
W

S
!
1
3
1

I
D

O
U

ô
i
.7

t
&

—

0
0
0

5
W

1
3
1

0



TITLE V o P [XX] HOSPITAL (14 1351 [ I SNF
[XX] TITLE XVIII PT B I I SUB I I ) HF

I TITLE XIX /P [ SUB II I ] S B SNF

I I SUBIII I
I SUB I] I I’F’MR

PROGRAM CHARGES
BPS PER BPS SER PPS SEE

,ICES ALL OTHER VICES VICES
SEE SEE SEE SEE

INSTRU INSIRU. IHSTRL. INSTRU.)
5 5.01 5.02 5.03 5.04

ANCILLARY SERVICE COST CENTERS
3’ OPERATING ROOM 928247 37
40 ANESTHESIOLOGY 40
41 RADIOLOGY DIAGNOSTIC 2194602 41
44 LABORATORY 2039083 44
49 RESPIRATORY THERAPY 239790 49
50 PHYSICAL THERAPY 504758 50
53 ELECTROCARDIOLOGY 166034 53
54 ELECTROENCEPHALOGRAPHY 81009 54
55 MEDICAL SUPPLIES CHARGED TO PA 488125 55
56 DRUGS CHARGED TO PATIENTS 415360 56
59 PSYCHIATRIC/PSYCHOLOGICAL SERV 1067546 59

OUTPATIENT SERVICE COST CENIERS
61 EMERGENCY 597922 61
62 OBSERVATION BEDS NON DISTINCT 49569 62
63.50 RHC 63.5

OTHER REIMBURSABLE COST CENTERS
65 AMBULANCE SERVICES
65.01 AMBULANCE CHARGES (5 2 LINE 56 65 01
65.02 AMBULANCE CHARGES (5 2 LINE 56 65.02
65.03 AMBULANCE CHANGES (5-2 LINE 56 65.03

101 SUBTOTAL 101
102 CRNA CHARGES 102
103 PBP CLINIC LAB 103

104 NET CHARGES 104

‘ABLE

PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. MIN LASH MICRO SYSTEM VERSION 2007.06
PERIOD FROM 03 01’2007 TO 02/29/2008 IN LIEU OF FORM CMS 2552-96 8 2002 07/10/2008 1315

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST MORESHEET D
PANTS V & VI

COST CENTER DESCRIPTION

ALL
OTHER (1

SEF
INS I RU.

PROGRAM ‘OST
OUI PATIENT
AMBULATORY OTHER

SURGI”AL OUTPAIIEN, OL’TPATIEN
CENTER RADIOLOGY LIAGNOSTIC

6 7 8

8772045

8772045



PROVIDER NO. 14 1351 CLAY COUNTY HOSPiTAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSIJN 2007.06
PERIOD FROM 03/01/2007 TO 02/29/2008 IN LIEU OF FORM CMS 2552 96 8/2002 07 0/2008 13I5

APPORTIONMENT OF MEDICAL OTHER HEALTH SERVICES AND VACCINE COST WORKSHEET U
PARTS V & VI

V I TI7E V 0/P [XXI HOSPITAL 14 1351 I I SNF
A SABLE xx: TITLE XVIII-PT B [ SUB I I NP
BOS I TITLE XIX DiP [ I SUB II I I S/B SNF

I 5GB III I I S/B NP

I SUB V I I ICF,MR

- - -
---------- PROGRAM COST -- OSPITAL HOSPITAL

PPS PPS PPS I/P PART B I/P PART B
SERVICES ALL OTHER SERVICES SERVICES CHANGES COST

COST CENTER DESCRIPTION ALL OTHER (COLUMNS COLUMNS COLUMNS COLUMNS SEE COLUMNS
COLE 1x5 1,01x5.01( i,3x5.02 1,OIxS.03 1.OlxS.04 INSTRU. 1,02x10(

9 9,01 9.02 9.’3 9.”4 10 11

ANCILLARY SERVICE COST CENTERS
37 OPERATING ROOM 36428 3
40 ANESTHESIOLOGY 41
41 RADIOLOGY DIAGNOSTIC 649795 41
44 LABORATORY 537233 44

49 RESPIRATORY THERAPY 131553 49
50 PHYSICAL THERAPY 206697 50

53 ELECTRDCARDIOLOGY 31627 53
54 ELECTROENCEPHALOGE,APHY 11341 54

55 MEDICAL SUPPLIES CHARGED TO PAT /4351

56 DRUGS CHARGED TO PATIENTS 85669 56

59 PSYCHIATRIC/PSYCHOLOGICAL SERVI 587154 59
OUTPACIENT SERVICE COST CENTERS

61 EMERGENCY 516581 61
62 OBSBRVATION BEDS (NON DISTINCT 28487 62
63.50 RHC 63.50

OTHER REIMBURSABLE COST CENTERS

65 AMBULANCE SERVICES 65
65.01 AMBULANCE CHARGES (S-2 LINE 56. 65.01
65.02 AMBULANCE CHARGES (S-2 LINE 56. 65 02
65.03 AMBULANCE CHARGES (S-2 LINE 56. 65.03

101 SUBTOTAL 3224516 101

102 CRNA CHARGES 102

103 LESS PBP CLINIC LAB SERV PGM ONLY CHRGS 103

104 NET CHARGES 3224516 104



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION 2007.06
PERIOD FROM 03/01/2007 TO 02/29/2008 IN LIEU OF FORM CMS-2552 96 (11/98) 07/10/2008 1315

COMPUTArION OF INPATIENT OPERATING COST WORKSHEET D-1
PART I

TITLE V-INPT (XX) TITLE XVIII-PART A [ J TITLE XIX-INPT

- ALL PROVIDER COMPONENTS
HOSPITAL SUB I SOB II SUB III SUB IV SNF

OTHER

INPATIENT DAYS - - I

1 INPATIENT DAYS INCLUDING PRIVATE ROOM DAYS AND SWING-BED LAYS 547’?

EXCLUDING NEWBORN
2 INPATIENT DAYS ,INCLUDNG PRIVATE ROOM DAYS, EXCLUDING SWING 418 2

BED AND NEWBORN DEYS
3 PRIVATE ROOM DAYS EXCLUDING SEING-BED PNTVATE ROOM DAYS’ 3
4 SEMI-PRIVATE ROOM DAYS EXCLUDING SWING BED PRIVATE ROOM DAYS. 4918 4

S TOTAL SWING-BED SNF TYPE INPATIENT DAYS INCLUDING PRIVATE 465 5

ROOM DAYS THROUGH DECEMBER 3 OF THE COST REPORTING PENTCD

6 TOTAL SWING-BED SNF-TYPE INPATIENT DAYS INCLUDING PRIVATE 93 6

ROOM DAYS) AFTER DECENBER 31 OF THE COST REPORTING PERIOD
7 TOTAL SWING BED HF-TYPE INPATIENT DAYS )INCL PRIVATE 7

ROOM DAYS) THROUGH DECEMBER 31 OF THE COST REPORTING PERIOD

8 TOTAL SWING BED HF TYPE INPATIENT DAYS )INCL PRIVATE 8

ROOM DAYS) AFTER DECEMBER 31 OF THE COST REPORTING PERIOD

9 INPATIENT DAYS INCLUDING PRIVATE ROOM DAYS APPLICABLE TO THE 3443 9

PROGRAM (EXCLUDING SWING BED AND NEWBORN DAYS)

10 SWING-BED SNF TYPE INPATIENT DAYS APPLICABLE TO TITLE XV1II 455 10

ONLY )INCLUDING PRIVATE ROOM DAYS THROUGH DECEMBFR 31 OF THE

COST REPORT1NG PERIOD
11 SWING-BED 5NF TYPE INPATIENT DAYS APPLICABlE ‘ID IIILE XVIII 93 I

ONLY INCLUDING PRIVATE ROOM DAYS AFTER DECEMBER 31 OF THE

COST REPORTING PERIOD
12 SWING-BED HF TYPE INPATIENT DAYS APPLICABLE TO TITLES V OR XIX 12

ONLY (INCLUDING PRIVATE ROOM DAYS) THROUGH DECEMBER 31 OF THE

COST REPORTING PERIOD
13 SWING-BED HF-TYPE INPATIENT DAYS APPLICABLE TO TITLES V OR XIX

ONLY (INCLUDING PRIVATE ROOM DAYS) AFTER DECEMBER 31 OF THE

COST REPORTING PERIOD
14 MEDICALLY NECESSARY PRIVATE ROOM DAYS APPLICABLE TO THE 14

PROGRAM EXCLUDING SWING-BED DAYS)
15 TOTAL NURSERY DAYS 15

16 TITLE V OR XIX NURSERY DAYS 16



PROVIDER NO. 14-1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION 20 7.06
PERIOD FROM 03/01/2007 TO 02/29 2008 IN LIEU OF FORM MS 2552 96 11/98) 07 10 2008 131S

COMPUTATION OF INPAIIENI OPERATING COSI WGRKSHEE1 D I
PARI I ONT

I TITLE V INPT [XX] TITLE XVIII PART A [ TITLE XIX INPT

I ALL PROVIDER COMPONENTS
HOSPITAL SUB I SUB II SUB III SUB IV SNE

OTNER
14 1351

SWING-BED ADJUSTMENT 1 1 1 1 1

17 MEDICARE RATE FOR SWING BED SNF SERVICES APPLICABLE 10 17
SERVICES THROUGH DECEMBER 31 OF TNE COST REPORTING PERIOD

18 MEDICARE RATE FOR SWING BED SNF SERVICES APPLICABLE TO 18
SERVICES AFTER DECEMBER 31 OF ONE COST REPORTING PERIOD

19 MEDICAID RATE FOR SWING-BED NF SERVICES APPLICABLE TO 100.00 19
SERVICES TNROUGN DECEMBER 31 OF TNE COST REPORTING PERIOD

20 MEDICAID RATE FOR SWING-BED NF SERVICES APPLICABLE TO 100.00 20
SERVICES AFTER DECEMBER 31 OF THE COST REPORTING PERIOD

21 TOTAL GENERAL INPATIENT ROUTINE SERVICE COST 2231 3 21

22 SWING BED COST APPLICABLE TO SNF TYPE SERVICES THROUGH 22

DECEMBER 31 OF THE COST REPORTING PERIOD
23 SWING-BED COST APPLICABLE ID SNF TYPE SERVI’ES AFTER 23

DECEMBER 31 OF THE COST REPORTING PERIOD

24 SWING BED COST APPLICABLE TO NF TYPE SERVICSS THROUGH
DECEMBER 31 OF THE COST REPORTING PERIOD

25 SWING BED COST APPLICABLE TO NF TYPE SERVICES AFTER
DECEMBER 31 OF THE COST REPORTING PERIOD

26 TOTAL SWING-BED COST 227776 26

27 GENERAL INPATIENT ROUTINE SFRVICE COST NET OF SWING BED COST 2003969 27

PRIVATE ROOM DIFFERENTIAL ADJUSTMENT

28 GENERAL INPATIENT ROUTINE SERVICE CHARGES 2642104 28

(EXCLUDING SWING-BED CHARGES)
29 PRIVATE ROOM CHARGES (EXCLUDING SWING-BED CHARGES) 29

30 SEMI-PRIVATE ROOM CHARGES (EXCLUDING SWING BED CHARGES( 2642104 30

31 GENERAL INPATIENT ROUTINE SERVICE COST/CHARGE RATIO .758471 31

32 AVERAGE PRIVATE ROOM PER DIEM CHARGE 32

33 AVERAGE SEMI PRIVATE ROOM PER DIEM CHARGE 537,23 33

34 AVERAGE PER DIEM PRIVATE ROOM CHARGE DIFFERENTIAL 34

35 AVERAGE PER DIEM PRIVATE ROOM COST DIFFERENTIAL 35

36 PRIVATE ROOM COST DIFFERENTIAL ADJUSTMENT

37 GENERAL INPAIIENI ROUTINE SERVICE COST BET OF SWING BED COST

AND PRIVATE ROOM COST DIFFERENTIAl
2003959



PROVIDER NO, 14 1351 CLAY COUNTY HOSPITAL
PERIOD FROM 03/01/2007 TO 02/29/2008

I TITLE V-INPT

P. I - HOSPITAL AND SUBPROVIDERS ONLY

OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM
IN LIEU OF FORM CMS—2552-96 (11/98)

COMPUTATION OF INPATIENT OPERATING COST

[XXI TITLE XVIII PART A [ I TITLE XIX-INPT

HOSPITAL SUB I SUB 11 SUB III SUB IV
DTPER

14 0351

VERSION 2007,06
07/10/2008 1315

WORKSHEET D-1
PANT II

PROGRAM IC,PATKNT OPERATING COST BEFORE
PASS TEE003H COST ADJUSTMENTS

38 ADJUSTED GENERAL INPATIENT ROUTINE SER’JICE COST PER IKN

39 PROGRAM GENERAL CNPATENT ROUT:NE SERVICE COST
40 MEDICALLY NECESSARY PRIVATE ROOM COST APPLICABLE TO THE PROGRAM
41 TOTAL PROGRAM GENERAL INPATIENT ROUTINE SERVICE 0030

30

41
41

TOTAL TOTAL AVERAGE
I P COST 7 P DAYS PER DiEM

PROGRAM PROGRAM
DAYS COST

42 NURSERY (TITLES V AND XIX ONLY)
INTENSIVE CARE TYPE INPATIENT HOSPITAL UNITS

43 INTENSIVE CARE UNIT
44 CORONARY CARE UNIT
45 BURN INTENSIVE CANE UNIT
46 SURGICAL INTENSIVE CARE UNIT
47 OTHER SPECIAL CANE (SPECIFY)

48 PROGRAM INPATIENT ANCILLARY SERVICE COST
49 TOTAL PROGRAM INPATIENT COSTS

PASS THRGUGH COST ADJUSTMENTS

SI PASS THRDUGH COSTS APPLICABLE TO PROGRAM INPATIENT ROUTINE
SERVICES

51 PASS THROUGH COSTS APPLICABLE TO PROGRAM INPATIENT

ANCILLARY SERVICES
52 TOTAL PROGRAM EXCLUDABLE COST

53 TOTAL PROGRAM INPATIENT OPERATING COST EXCLUDING CAPITAL

RELATED, NONPHYSICIAII ANESTHETIST AND MEDICAL EDUCATION COSTS

HOSPITAL SUB I SUB II SUB 110 SUP v
(OTHER

,14 1351

50

51

52
53

04291P

1401919

1150763
2553682

42

43
44
45
46
47

48
49



TARGET 001CC AND LIMITATION COMPUTATIOD
54 PROGRAM DISCHARGES
55 TARGET AMOUNT PER DISCHARGE
56 TARGET AMOUNT
57 DIFFERENCE BETWEEN ADJUSTED INPATIENT OPERATING COST AND

TARGET AMOUNT
58 BONUS PAYMENT
58.01 LESSER OF LINE 53/LINE 54 OR LINE 55 FROM THE COST REPORTING

PERIOD ENDING 1996, UPDATED & COMPOUNDED BY THE RASHET BASKET

58.12 LESSER OF LINE 53.LINE 54 OR LINE 55 FROM PRIOR YEAR COST
REPORT UPDATED BY ORE MARKET BASKET

58.03 IF LINE 53/LINE 54 IS LESS THAN THE LOWER OF LI:;ES 55 58.11
OR 58.02, THE LESSER OP C% OF THE AMOUNT BY WHICH OPERATING

COSTS ARE LESS THAN EXPECTED COSTS, OR 1% OF THE ‘IARGET AMOUNT

58.04 RELIEF PAYMENT
59 ALLOWABLE INPATIENT COSI PLUS INCENTI’IE PAYVENG

59.01 ALLOWABLE INPATIENT COST PER DISCHARGE ‘LTCH ONLY
59.02 PROGRAM DISCHARGES PRIOR TO JULY 1

59.03 PROGRAM DISCHARGES AFTER JULY 1

59.04 PROGRAM DISCHARGES (SEE INSTRUCIICNS)

59.05 REDUCED INPAT COST PER DISCH. FOE DISCHARGES PRIOR 30 JULY 1

59.06 REDUCED INPAT COST PER DISCHARGE FOR DISCHARGES AFTER JULY 1

59.07 REDUCED INPAT COST PER DISCHARGE (SEE INSTR.) (LTCH ONLY

59.08 REDUCED INPATIENT COST PLUS INCENTIVE PAYMENT (SEE INSTR.(

PROGRAM INPATIENT ROUTINE SWING BED COST

60 MEDICARE SWING BED SNF INPATIENT ROUTINE COSTS THROUGH

DECEMBER 31 OF THE COST REPORTING PERIOD

61 MEDICARE SWING BED SNF INPATIENT ROUTINE COSTS AFTER

DECEMBER 31 OF THE COST REPORTING PERIOD

62 TOTAL MEDICARE SWING-BED SNF INPATIENT ROUTINE COSTS

63 TITLE V OR XIX SWING-BED HF INPATIENT ROUTINE COSTS THROUGH

DECEMBER 31 OF THE COST REPORTING PERIOD

£4 1ITLE V OR XIX SWING-BED NE INPATIENT ROUTINE COSTS AFTER

DECEMBER 31 03 THE COST REPORTING PERIOD

65 TOTAL TITLE V OR XIX SWING-BED NE INPATIENT ROUTINE COSTS

HOSPITAl, SUB I SLB CC SUB 1:1 SUB IL
OTHER

‘14-1351

58
58.01

59.02

59. CC
59 17

.04
59.05
59 06
59.07
59.08

PROVIDER NO. 14-1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION 2007.06

PERIOD FROM 03/01/2007 TO 02/29/2008 IN LIEU OF FORM CMS 2552 96 11 98( 17/10i2008 1315

COMPU1AI1ON OF INPATIENT OPERATING COST WORKSHEET 0 I
PARL I ‘NT

, TITLE V-INPT [XX] TII’LE XVIII PART A TITLE XIX INPT

-II HOSPITAL AND SUBPROVIDERS ONLY

54

56

189881

37895

227776

60

61

62
63



PROVIDER NO. 14-1351 CLAY COUNTY NOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION, 2007.06

PERIOD FROM 0311,2007 TO 02/29/2115 IN LIEU OF FORM CMS-2552-96 (il;98’ 17/11/2008 1315

COMPUTATION CF INPATIENT OPERA’CNG COST WORKSHEET D-i
PARTS III & IV

I TITLE V INPT [XX] TITLE XVUII-PART A I TITLE XIX INPT

III SKILLED NURSING FACILITY, NURSING FACILITY AND ICF/MR ONLY
SNF

66 SNF/NF/ICF/MR ROUTINE SERVICE COST
67 ADJUSTED GENERAL INPATIENT ROUTINE SERVICE COST PER DIEM

68 PROGRAM ROUTINE SERZICE COST

69 MEDICALLY NECESSARY PRIVATE ROOM COST ApPLICAB:E ‘10 PROGRAM

70 TOTAL PROGRAM GENERAL INPATIENT ROUTINE SERVICE COSTS

71 CAPITAL RELATED COST ALLOCATED TO INpATIENT ROUTINE SEPT COSTS

72 PER DIEM CAPIIAL RELATED COSTS
73 PROGRAM CApITAl, RELATED COSTS

74 INPATIENT RCTTNE SERVICE COST 74

“5 AGGREGATE CHARGES TO BENEFICIARIES FOR EXCESS COSTS 75

76 TOTAL PGM ROUTINE SERVICE COSTS FOR COMPARISON TO COST LIMIT

77 INPATIENT ROUTINE SERVICE COST PER DIEM LIMITATION 77

78 INPATIENT ROUTINE SERVICE COST LIMITATION 78

79 REASONABLE INPATIENT ROUTINE SERL’CE COSTS 79

80 PROGRAM INPATIENT ANCILLARY SERv:CES 80

81 UTILIZATION REVIEN- PHYSICIAN COMPENSATION 81

82 TOTAL PROGRAM INPATIENT OPERATING COSTS 82



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL

PERIOD FROM 03C720l7 TO 02/29.2028

j TITLE V INPT

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM
IN LIEU OF FORM Cr15 2552-96

CCMPUTATICC OF INPATIENT DPERAT:NG COST

XX TITLE XVIII PARC A r
, TITLE XX INPT

HOSPITAL SUB I SUB 11 SUB III SUP IV

OTHER
14 1351)

VERSION 200716
o:I/2’V.9 13.15

XORKSHEET 0-I
PARTS 1:1 I’.

PART IV COMPUTATION OF OBSERVAIION BED COST

83 TOTAL OBSERVATION BEDS

84 ADJUSTED GENERAL INPATIENT ROUTINE COST PER DIEM

85 OBSERVATION BED COST

83
84
85

246
407.47
100238
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OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM
IN LIEC OF FCRM CMS-2552-96 1198

APPC?TIONNENI

HOSPITAL

SUB II:
SUB IV

OF COST
TO ChARGES

PROVIDER NC. 14-1391 CLAY COUNTY HOSPITAL
PERIOD FROM 1301.. I00 TO 02/292IC8

INPATIENT AI40LLARY COST

TITLE V
ITLE XVIII-PT A

.ITLE XIX

;SN F [ PPS

[ NP TSFRA
[XX] S;B-SNF 14-Z351 Xx] OThER

S.BNF

- ] ICF MR

INPATIENT INPATIENT
PROGRAM CHARGES PROGRAM COSTS

2 3

25

37
40
41
44
49
50
53
54
55
56
59

61
62

63.50
65

101
102
103

COST CENTER DESCRIPT1ON

INPATIENT ROUTINE SERVICE COST CENTERS
ADULTS & PEDIATRICS
ANCILLARY SERVICE COST CENTERS
OPERACING ROOM
ANES IHESIOLOGY
RADIOLOGY-DIAGNOSTIC
LABORATORY
RESPIRATOEY THERAPY
PHYSICAL THERAPY
RLECTROCAEDIDLOGY
ELECTEOENCEPHALOGEAPHY
MEDICAL SUPPLIES CHARGED TO PAT
DRUGS CHARGED TO PATIENIS
PSYCHIATRIC/PSYCHOLDOICAL SERVI
OUTPATIENT SERVICE COST CENTERS
EMERGENCY
OBSRRVATION BEDS [NON-DISIINCT
OTHER REIMBURSABLE COOl CENTERS
RHO
AMBULANCE SERVICES
TOTAL
LESS PBP CLINIC LAB SVCS-PGM ONLY CHARGES
NET CHARGES

.392167

296088
.263468
.548619
.409498
.190485
.139999
.152320
.206253
.550003

.863961

.574693

1.608391

‘JERSION 2117.16
I’”I.IC’8 1315

SCRESHEEI 2 4

25

37
40
41
44
49
70
53
54

56
59

61
62

63.50
65

101
102
103

26578
49953
34535
52119

1392

114801
165095

4105

448571

448571

7869
13161
18949
21339

265

74 86
34051

354 7

116666



PROVIDER NO. 14 1351 CLAY COUNTY HOSNITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION 2157.06

PERIOD PROM C3,’2C07 TO 12/29/2116 IN LIEU OF’ PORN CES-2552-96 05.’2007) 07/10/2008 1315

CALCULATION OF REIMBURSEMENT SET’ILEr:RNT WORKSHEET S
PART A

PART A INPATIENT HOSPITAL SERVICES UNDER PPS

k
HOSPITAL SUB I SUB II SUB III SUB IV

ORG AMOUNT
1 OTHER THAN OUTLIER PAYMENTS OCCURRING BEFORE OCIOBER 1

1.01 OTHER THAN OU”LIER PAYMENTS OCCURRING ON OR AFTER 1(1

OCTOBER 1 ANL BEFORE JANUARS 1
1.02 OTHER THAN OUTLIER PAYMRHTS OCCURRING ON OR AFTER JAN 1 l.2

MANAGED CARE PATIENTS
1.03 PAYMENTS PRIOR TO MARCH 1 JR OCTOBEP 0 I -

1.04 PAYMENTS ON GRAFTER OCTOBER 1 AND PRIOR TO JANUARY 1 1 .4

1.05 PAYMENTS ON OR AFTER JAN 1 BUT BE’OkE APR lOOT -

1.06 ADDITIONAL AMOUNT RECEIVED OR TO BE RECEIVED I C’

1.17 PAYMENTS FJR DISCHARJES ON C ANISE APRIL 1, 2200

THROUGH SEPTEMBER 31, 2001

1.18 SIMULATED PAYMENTS FROM THE PS&R ON OR AFTER 1.08

APRIL 1, 2011 THROUGH SEPTEMBER 30, 2111

2 DUTLIER PAYMENTS PRIOR TO OCTOBER 1, 1997 2

2.01 OUTLIER PAYMENTS ON OR AFTER OCTOBER 1, l99’ 2.01

INDIRECT MEDICAL EDUCATION ADJUSTMENT

3 BED DAYS AVAILABLE DIVIDED BY NC. OF DAYS IN CR PERIOD 3

3 Ii ND OF INTERNS & RESIDENTS FRDM WORKSHEET S-3. PARC I 3.01

3.02 INDIRECT MEDICAL EDUCATION PERCENTAGE 3.02

3.03 INDIRECT MEDICAL EDUCATION ADJUSTMENT 3.03

3.04 FTE COUNT FOR ALLOPATHIC AND OSTEOPATHIC PGMS FOR THE 3.04

MOST RECENT CR PERIOD ENDING ON OR BEFORE DEC 31, 996

3,05 FTE COUNT FOR ALLOPATHIC AND OSTEOPATHIC PGMS WHICH 3.05

MEET THE CRITERIA FOR AN ADD ON TO THE CAP FOR NEW

PROGRAMS IN ACCORDANCE WITH SECTION 1886’d) (5) (B) (viii)
3.06 ADJUSTED FTE COUNT FOR ALLDPATHIC AND OSTEOPATHIC PGMS 3.06

FOR AFFILIATED PROGRAMS IN ACCORDANCE WITH SECTION

1886 d 5) (B) (viii) FOR CR PERIODS ENDING I
ON DRAFTER 7/1/2005 1

[E 3,PT.V1 LN.15) [PLUS LN.3.061

3.07 SUM OF LINES 3.04-3 06 0.01 0.00 3.0’

3.08 FTE COUNT FOR ALLDPATHIC AND OSTEOPATHIC PROGRAMS IN 3.08

IHE CURRENT YEAR FROM YOUR REOCRDS

3.09 FOR CR PERIODS BEGINNING BEFORE OCTOBER 1, ENTER THE 3 09

PERCENTAGE OF DISCHARGES OCCURRING PRIOR TO OCTOBER 1

3.11 FOR CR PERIODS BEGINNING BEFORE OCTOBER 1, ENTER THE 3.10

PERCENTAGE UP DISCHARGES OCCURRING ON DR AFTER OCT. 1

3.11 FTR COUNT FOR THE PERIOD IDENTIFIED IN LINE 3.09 3.11

3.12 FTE COUNT FOR THE PERIOD IDENTIFIED IN LINE 3.10 3.12

FTE COUNT FOR RESIDENTS IN DENTAL & PODIATRIC PROGRAMS 3.13

CURRENT YEAR ALLOWABLE FTE 3.14

3 TOTAL ALLOWABLE FTE COUNT FOR THE PRIOR YEAR, IF NONE 3.15

BUT PRIDE YEAR TEACHING WAS IN EFFECT ENTER 1 HERE..

3.16 TOTAL ALLOWABLE STE COUNT FOR THE PENULTIMATE YEAR IF 3.16

THAT YEAR ENDED ON DR AFTER SEPTEMBER 30, 1997,

OTHERWISE ENTER ZERO. IF THERE WAS NO FTE COUNT IN THIS

PERIOD BUT PRIOR YE TEACHING WAS IN EFFECT ENTER 1 HERE..
RES. IN
INIT YES

3.17 SUM OF LINES 3.14 THROUGH 3.16 DIVIDED BY THE 0,00

NUMBER OF THOSE LINES IN EXCESS OF ZERO

3 . 17



PROVIOER NO. 14 1351 CLAY 001NTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION: 2007.16

PERIOD FROM 03/Cl 2217 TO 02:29/2108 IN LIEU OF FORM OMS 2552 96 5’2007 IT /2009 13:15

CALCULATION OF REIMBURSEMENT SETTLEMENT WORFPH’ET S
‘ARI A

PART A INPATIENT HOSPITAL SERVICES UNDER PPS N.

HCSPITA SUB I SUB II SUE III SUE

3.18 CURRENT YEAR RESIOENT TO BEO EAIID

3 19 PRIOR YEAR RESIDENT TO BED RATIO 3.16

3.27 FOR COST REPORTING PERIODS BEGIN•NING ON OW AFTER 3.22

OCTOBER 1, 1997, ENTER THE LESSER OF LINES 3.19 OR 3.19

3.21 2MW PAYMENTS FOR OSCHOS OCCURRING PRIOR TO OCTOBER 1 3.21

3.22 ME PAYMENTS FOR OSCHGS AFTER SEP 30 BUT BEFORE JAR 1 3.22

3.23 IME PAYMENTS FOR DSCHOS OCCURRING ON OR AFTER JANUARY 1 3,23

(SUM OF LINES] (PLUS S 3,PT VI]

3.21-3.23 ] LINE 23

3.24 SUM OF LINES 3.21-3.23 0 0 3.24

DISPROPORTIONATE SHARE ADJUSTMENT

4 PERCENTAGE OF SSI RECIPIENT PATIENT DAYS TO MEDICARE 4

PART A PATIENT DAYS

4.01 PERCENTAGE OF MEDICAID PATIENT DAYS TO 1OTAL DAYS 4.01

4.02 SUM OF 4 AND 4.11 4

4.0’ ALLOWABLE DISEROPORTIONATE SHARE PERCENTAGE 4.23

4.24 DIS?RDPORTIONA1E SHARE ADJUSTMENT 4. 4

ADDIIIONAL PAYMENT FOR HIGH PERCENTAGE DF ESRD

BENESICIARY DISCHARGES

5 TOTAL MEDICARE DISCHARGES ON WKST 5-3, PART I EXCLUDING

DISCHARGES FOR DROP 362, 316 AND 3]?

5.01 COTAL ESRO MEDICARE DISCHARGES EXCLUDING DRGs 332, .01

5.02 DIVIDE LINE 5.01 BY LINE 5 5 2

5.03 1OTAL MEDICARE ESRO INPATIENT DAYS EXCLUDING DROp 5.03

5.04 RATIO OF AVERAGE LENGTH OF STAY TO ONE WEEK 5.04

5.05 AVERAGE WEEKLY COST FOR DIALYSIS TREATMENTS 5.05

5.06 TOTAL ADDITIONAL PAYMENT 5 06

6 SUBTOTAL 6

7 HOSPITAL SPECIFIC PAYMENTS 7

7.01 hOSPITAL SPECIFIC PAYMENTS (1996 HSR( 7.01

B TOTAL PAYMENT FOR INPATIENT OPERATING COSTS 8

9 PAYMENT FOE INPATIENT PROGRAM CAPITAL 9

10 EXCEPTION PAYMENT FOR INPRTIENT PROGRAM CAPITAL 16

11 DIRECT GRADUATE MEDICAL EDUCATION PAYMENT 11

11.01 NURSING AND ALLIED HEALTH MANAGED CARE 11.01

11.02 ADD-ON PAYMENT FOR NEW ‘IECHNOLOGIES

12 NET ORGAN ACQUISITION COST 12

13 COST OF TEACHING PHYSICIANS 13

ROUTINE SERVICE OTHER PASS THROUGH COS1S 14

I ANCILLARY SERVICE OTHER PASS CHROUGH COSTS

I TOTAL 16

17 PRIMARY PAYER PAYMENTS 17

18 TOTAL AMOUNT PAYABLE FOR PROGRAM BENEFICIARIES 38

19 DEDUCTIBLES BILLED TO PROGRAM BENEFCARIES 1

26 COINSURANCE BILLED TO PROGRAM BENEFICIARIES 25

21 REIMBURSABLE BAD DEBTS 31

21.01 REDUCED PROGRAM REIMBURSABLE BAD DEBTS 21. .2

21.02 RKMBURSABI,E BAD DEBTS FOR DUAL ELIGIBLE BENEFICIARIES 23.22

22 SUBTOTAL
22



23 RECOVERY OF EXCESS DEPRECIATION RESULTING FROM pR.’j:DER

TERMINATION OR A DECREASE IN PPOGRAN DTILTZATION

24 OTHER ADJUSTMENTS

25 AMOUNTS APPLICABLE TO PRIOR COST REPORTING PERIODS

RESULTING FROM DISPOSITION OF DEPRECIABLE ASSETS

26 AMOUNT DUE PROVIDER
27 SEQUESTRATION ADJUSTMENT
26 INTERIM PAYMENTS
2801 TENTATIVE SEITLEMENT (FOR Fl USE ONLY

29 BALANCE DUE PROVIDER (PROGRAM)

30 PROTESTED AMOUNTS (NONALLOWABLE COST REPORT ITEMS

IN ACCORDANCE WITH CMS PUB 15 II, SECTION 115.2

TO BE COMPLETED BY INTERMEDIARY

50 OPERATING OL’T_IRR AMOUNT FROM WEST F, PART A, LINE 2.01

51 CAPITAL DUTLIER AMOUNT FROM WEST L, PART I, LINE 3.11

52 OPERATING OUTLIER RECONCILIATION AMOUNT SEE INSTRUCTIO

53 CAPITAL OUTLIER RECONILIATION AMOUNT (SEE INSTRUCTIONS)

54 THE RATE USED TO CALCULATE THE TIME VALUE DF MONEY

55 TIME VALUE CF MONEY SEE :NSTRUCT1DNS

66 CAPITAL TIME VALUE DF MONEY (SEE INSTRUCTIONS)

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION, 2007.16

IN LIEU OF FORM CMS-2552-96 15/2007 07:11,2008 13,15

WORKSHEET S
PANT A
(CDNT)

SUB II SUB III

PROVIDER ND. 14-1361 CLAY COUNTY HOSPITAL

PERIOD FROM 03/01 2107 TO 02/29.’2c08

CALCULATION OF REIMBURSEMENT SETTLEMENT

PART A INPATIENT HOSPITAL SERVICES UNDER PPS

HOSPITAL SUB I SUB IV

23

28
29
31

50
51
52
53
54

56



PROVIDER NO. 14-1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSIONS 2007 06

PERIOD FROM 03/01/2007 TO 02/29/2008 IN LIEU OF FORM CMS 2552 96 9/2000 07/10/2008 1315

CALCULATION OF REIMBURSEMENT SETTLEMENT WORKSHEET E
PART B

PART B - MEDICAL AND OTHER HEALTH SERVICES

,CSPI7AL HOSPITAL H.S,’_AL

14-1351

1 MEDICAL AND OTHER SERVICES 3224516 1

1.01 MEDICAL AND OTHER SERVICES RENDERED ON OR 1,01

AFTER AUOUST 1, 2000
1,62 PPS PAYMENTS RECEIVED INCLUDING OUTLIERS 1.02

1.03 1996 HOSPITAL SPECIFIC PAYMENT TO COSI 1.23

RATIO
1.04 LINE 1.01 TIMES LINE 1.03 1.04

1.05 LINE 1.02 DIVIDED BY LINE 1.04 1.05

1.06 TRANSITIONAL CORRIDOR PAYMENT 1.06

1.07 AMOUNT FROM WORKSHEET D, PANT IV, 1.07

COLUMN 9, LINE 101
2 INTERNS AND RESIDENTS

3 ORGAN ACQUISITIONS
4 COST OF TEACHING PHYSICIANS 4

5 TOTAL COST 3224536

COMPUTATION OF LESSER OF COST OR CHARGES

REASONABLE CHARGES
6 ANCILLARY SERVICE CHARGES
7 INTERNS AND RESIDENTS SERVICE CHARGES

8 ORGAN ACQUISITION CHANGES

8 CHARGES OF PROFESSIONAL SERVICES OF 9

TEACHING PHYSICIANS

10 TOTAL REASONABLE CHARGES 10

CUSTOMARY CHARGES
11 AGGREGATE AMOUNT ACTUALLY COLLECTED FROM 11

PATIENTS LIABLE FOR PAYMENT FOR SERVICES ON

A CHANGE BASIS

12 AMOUNTS THAT WOULD HAVE BEEN REALIZED FROM 12

PATIENTS LIABLE FOR PAYMENT FOR SERVICES ON A

CHARGE BASIS HAD SUCH PAYMENT SEEN MADE

IN ACCORDANCE WITH 42 CFR 413.13(E

13 RAT:C OF LINE 11 TO LINE 12

14 TOTAL CUSTOMARY CHARGES

15 EXCESS OF CUSTOMARY CHOSE OVER RFASONABLE

COST
1 EXCESS OF REASONABLE COST OVER CUE C0MARY

“ CHARGES
1) LESSER OF COST OR CHARGES 3256761 17

17.01 TOTAL PPS PAYMENTS 17.01



PROVIDER NO. 14-1351 CLAY COUN’lY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM IFRSIDrL 2007 06

PERIOD FROM 03:31/2007 TO 0229 lola IN LIEU OF FORM CMS-2552-96 9 l0l IIl/2238 13i5

CALCULATION OF REIMBURSEMENT SETTLEMENT NORKSHEEI’ E
PART B

PART B MEDICAL AND OTHER HEALTH SERVICES

HOSPITAL HOSPITAL HOSPITAL

(14-1351 14-1351) 14-1351’

1 1.01 1.02

COMPUTATION OF REIMBURSEMENT SETTLEMENT
18 DEDUCTIBLES 67377 18

18.01 COINSURANCE 1344460 18.01

19 SUBTOTAL 1944924 19

20 SUM OF AMOUNTS PROM WEST E, PARTS 0,0 & E 20

22 DIRECT GRADUATE MEDICAL EDUCATION PAYMENTS 21

22 ESRD DIRECT MEDICAL EDUCATION COSTS
23 SUBTOTAL 1944924

24 PRIMARY PAYER PAYMENTS

25 SUBTOTAL 1844’42

REIMBURSABLE BAD DEBTS EXCLUDE BAD DEBTS FOR

PROFESSIONAL SERVICES

26 COMPOSITE RATE ESRD
27 BAD DEBTS 3I948’ 27

27.01 REDUCED REIMBURSABLE BAD DEBTS 319487

27.02 REIMBURSABLE BAD DEBTS FOR DUAL ELIGIBLE 309497 2.C2

BENEPICIARIES SEE INSIRUCTIONS

28 SUBTOTAL 2153829 28

29 RECOVERY OF EXCESS DEPRECIATION RESULTING 29

FROM PROVIDER TERMINATION OR A DECREASE IN

PROGRAM UTILIZATION
30 OTHER ADJUSTMENTS
30.99 OTHER ADJUSTMENTS (MSP LCC RECONCILIATION 30.99

AMOUNT)
31 AMOUNTS APPLICABLE TO PRIOR COST REPORTING 31

PERIODS RESULTING FROM DISPOSITION OF
DEPRECIABLE ASSETS

32 SUBTOTAL 2153829 32

33 SEQUESTRATION ADJUSTMENT 33

34 INTERIM PAYMENTS 1941185

34.02 TENTATIVE SETTLEMENT (FOR Fl USE ONLY)

35 BALANCE DUE PROVIDER/PROGRAM 213644 75

36 PROTESTED AMOUNTS )NONALLOWABLR COST 36

REPORT ITEMS( IN ACCORDANCE WITH CMS PUB

15-Il, SECTION 115.2



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION, 200706

PERIOD FROM 03/01/2007 TO 02 291200S IN LIEU OF FORE CMS-2552-96 (11/99 07/10/2009 13,15

CALCULATION OF REIMBURSEMENT SETTLEMENT WORKSHEET S
PART C

PART C - OUTPATIENT ANBULATORY SURGICAL CENTER

I ] TITLE V XX] TITLE XVIII ] IITLE XIX

HCS P1
14 135.

OCTCSER 1. 1,9
PRIOR TO ON DR AFTER

1 21

1 STANDARD OVERHEAD AMOUNTS ‘ABC FEES

2 DEDUCTIBLES 2

3 SUBTOTAL 3

4 90 PERCENT OF LINE 3 4

5 ASC PORTION OF BLEND
P OUTPATIENT ABC COST

COMPUTATION OF LESSER OF COST OR CHARGES

7 TOTAL CHARGES

CUSTOMARY CHARGES
S AGGREGATE AMOUNT ACTUALLY COLLECTED FROM PATIENTS LIABLE FOR PAYMENT FOR SERVICES

ON A CHARGE BASIS
9 AMOUNTS THAT WOULD HAVE BEEN REALIZED FROM PA’’IENTS LIABLE FOR PAYMENT FOR SERVICES 9

ON A CHARGE BASIS HAD SUCH PAYMENT BEEN MADE N ACCORDANCE WITH 42 CFR 413 13 S

10 RATIO OF LINE 9 TO LINE 9 10

11 TOTAL CUSTOMARY CHARGES 11

12 EXCESS OF CUSTOMARY CHARGES OVER REASONABLE COST 12

13 EXCESS OF REASONABLE COST OVER CUSTOMARY CHARGES 13

14 LESSER OF COST OR CHARGES 14

COMPUTATION OF REIMBURSEMENT SETTLEMENT

15 DEDUCTIBLES AND COINSURANCE 15

16 TOTAL 16

17 HOSPITAL SPECIFIC PORTION OF BLEND 17

18 ABC BLENDED AMOUNT 18

19 LESSER OF LINES 16 OR 19 19

20 PART B DEDUCTIBLES AND COINSURANCE 20

21 ABC PAYMENT AMOUNT 21



PROVIDER NO. 14 1351 CLAY C0’HTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION, 2107.36

PERIOD FROM 03,012017 TO 12/292113 IN LIEU OF FORM CNS-2552-96 11. I7;1I’2009 1315

CALCULATION OF REIMBURSEMENT SETTLEMENT WORESHEET E
PART 0

SARI 0 OUTPATIENT R.AOIOLOOY SERVICES

I TITLE V [XX] TITLE XVIII I TITLE XIX

HOSPITAL
14 1351,

OCTOBER 1, 1997
PRIOR TO ON OR AFTER

1 1 01

1 PREVAILING CHARGES -

2 62 PERCENT OF LINE 1

3 DEDUCTIBlES
4 SUBTOTAL 4

6 BLENDED CHARGE PROPOPTION

6 COST OF OUTPATIENT RADIOLOGY

COMPUTATION CF LESSER OF COST OR CHARGES

7 TOTAL CHARGES

CUSTOMARY CHARGES

8 AGGREGATE AMOUNT ACTUALLY COLLECTED FROM PATIENTS LIABLE FOR PAYMENT FOR SERVICES 8

OH A CHARGE BASIS
9 AMOUNTS ‘IHAT WOULD HAVE BEEN REALIZED FROM PATIENTS LIABLE FOR PAYMENT FOR SERVICE 9

ON A CHARGE BASIS HAD SUCH PAYMENT BEEN MADE IN ACCORDANCE WITH 42 CFR 413.13(E)

13 RATIO OF LINE 8 TO LINE 9 10

11 TOTAL CUSTOMARY CHARGES 11

12 EXCESS OF CUSTOMARY CHARGES OVER REASONABLE COST 12

13 EXCESS OF REASONABLE COST OVER CUSTOMARY CHARGES 13

14 LESSER OF COST OR CHARGES 14

COMPUTATION OF REIMBURSEMENT SETTLEMENT

25 DEDUCTIBLES AND COINSURANCE 15

16 TOTAL 16

17 COST PROPORTION
18 OUTPATIENT RADIOLOGY BLENDED ASIDLOIT

19 LESSER OF OLNE 16 OR LINE 18 15

20 PART B DEDUCTIBLES AND COINSURANCE 21

21 RADIOLOGY PAYMENT AMOUNT 21



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. MIN-LASH MICRO SYSTEM VERSION 200706

PERIOD FROM 03/01/2007 TO 02/29/2008 IN LIEU OF FORM CMS2552-9 (11/98 0’/10/2008 131S

CALCULATION OF REIMBURSEMENT SETTLEMENT WORKSHEET E
PART U

PART S - OTHER OUTPATIENT DIAGNOSTIC PROCEDURES

TTLR V XX’ CITLE XVIII I I T:mE X:X

OCTOBER 1 1997
PRIOR TO ON OR AFTER

1 1. 1

1 PREVAILING CHARGES

2 42 PERCENT OF LINE 1 2

3 DEDUCTIBLES 3

4 SUBTOTAL 4

S BLENDED CHARGE PROPORTION 5

6 COST OF OTHER OUTPATIENT DIAGNOSTIC PRCCRDURES 6

COMPUTATION OF LESSER OF COST OR CHARGES

7 TOTAL CHARGES

CUSTOMARY CHARGES

8 AGGREGATE AMOUNT ACTOALLY COLLECTED FROM PATIENTS LIABLE FOR PAYMENT FOR SERVICES 6

ON A ORANGE BASIS

9 AMOUNTS THAT MOULD HAVE BEEN REALIZED FROM PATIENTS LIABLE FOR PAYMENT FOR SERVICE

ON A CHARGE BASIS HAD SUCH PAYMENT BEEN MADE IN ACCORDANCE WITH 42 CFR 413 135

10 RATIO OF LINE 8 TO LINE 9

11 TOTAL CUSTOMARY CHARGES 11

12 EXCESS OF CUSTOMARY CHARGES OVER REASONABLE COST 12

13 EXCESS OF REASONABLE COST OVER CUSTOMARY CHARGES

14 LESSER OF COST OR CHARGES 14

COMPUTATION OF REIMBURSEMENT SETTLEMENT

15 DEDUCTIBLES AND COINSURANCE 15

16 TOTAL 16

17 COST PROPORTION 17

18 OTHER OUTPATIENT DIAGNOSTIC BLENDED AMOUNT 18

19 LESSER OF LINE 16 OR LINE 18 19

20 PART B DEDUCTIBLES AND CCINSURANCE 20

21 DIAGNOSTIC PAYMENT AMOUNT 21



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL
PERIOD FROM c3:D:.23o7 TO 0229,2118

ANALySIS OF PAYMENTS TO PROVIDERS FIR SERVICES RENDERED

HOSPITAL 14 1351

DESCRIPTION

SUBTOTAL

4 TOTAL INTERIM PAYMENTS

5 LIST SEPARATELY EACH TENTATIVE SETTLEMENT PAY

MENT AFTER DESK REVIEW. ALSO SNOW DATE OF EACN

PAYMENI. IF NONE, WRITE ‘NONE’ OR ENTER A ZERO.

PRC’JIOER 51
TO .52

PROGRAM .53
54

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM

IN LIEU OF POEM OilS 2552-96 II 58

INPA’I lENT
PART A

MM/DD/YYYY AMOUNT

TO BE COMPLETED BY INTERMEDIARY

PROGRAM .01
TO .02

PROVIDER .03
PROVIDER .50

TO 51
PROGRAM .52

5.01
5 . 02
5.03
5.50
5.51

99
PROGRAM TO

PROVIDE? .01
PROVIDER II .32

PROGRAM

1 TOTAL INTERIM PAYMENTS PAID TO PROVIDER 1799205

2 INTERIM PAYMENTS PAYABLE ON INDIVIDUAL BII,LS PITHES NONE

SUBMITTED OR 10 BE SUBMITTED TO THE INTERMEDIARY FOR

SERVICES RENDERED IN THE COST REPORTING PEE100. IF
NONE, WRITE ‘RONE’, OR ENTER A ZERO.

3 LIST SEPARATELY EACH RETROACTIVE LUMP SUM .01

ADCUSTMENT AMOUNT BASED ON SUBSEQUENT PROGRAM .12

REVISION OF THE INTERIM RATE FCE OHS COST TO .13

EEPORrING PERIOD. ALEC SHOH GATE I? EACH PROITOSS

PAYMENI. IF NINE. WRITE ‘NCNE’ CF ENTER A ZERO.

1802185
NONE

WIRF’SHSET S-I

PART B
MM/DO YYYY AMOUNT

3 4

2

.9 1 2’.7 136000 311

HONE

NCNE NONE

3 . 54

158030 3 99

1799205 1940185 4

99

3.2

SUBTOTAL
6 DETERMINED NET SETTLEMENT AMOUNT

BALAMCE DUE BASED ON THE COST

REPORT.

7 TOTAL MEDICARE PROGRAM LIABIL:TY

NAME OF INTERMEDIARY,

C RTURE OF AUTHORIZED PERSON,

5 99

6

INTERMEDIARY NUMBER:

DATE ‘MO OAY/YR)



OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM
IN LIEU OF FORM CMS-2552-96 (1198)

INPATI ENT
PRRT A

MM’OI) YYYY AMOUNT

1 TOTAL INTERIM PAYMENTS PAID TO PROVIOER
2 INTERIM PAYMENTS PAYABLE ON INOIVIOUAL BILlS EIIHER

SUBMITTED OR TO BE SUBMITTED TO THE INTERMEDIARY FOR

SERVICES RENOERED IN THE COST REPORTNG PEE,00. IF
NONE, WRITE HONE’, OR ENTER A ZERO.

3 LIST SEPARATELY FACH RETROACTIVE LUND SUM

ADJUSTMENT AMOUNT BASED ON SUBSEQUENT
REVISION OF THE INTERIM RATE FOR I’HE COST
REPORTINO PERIOD. ALSO SHOW DATE OF EACH
PAYMENT. IF NONE, WRITE ‘NONE’ DR ENTER A ZERO.

SUBTOTAL

4 TOTAL INTERIM PAYMENTS

S LIST SEPARATELY EACH TENTATIVE SETTLEMENT PAY

MENT AFTER DESK REVIEW. ALSO SHOW DATE OF EACH

PAYMENT. IF NONE, WRITE ‘NONE’ OR ENTER A ZERO.

.50
PROVIDER .51

TO .52
PROGRAI4 .53

TO BE COMPLETED BY INTERMEDIARY

PROGRAM .11
TO .02

PROVIDER .03
PROVIDER .50

TO .51
PROGRAM .52

99
PROGRAM TO

PROVIDER .01
PROVIDER TO .02

PROGRAM

325964
NCN U NE

NONE 3.03
• 04

3 .50
3.51

NONE 3.52
3.53
3 . 54

PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL
PERIOD FROM 03:I1’2007 TO 02/29/2119

ASALYSOS OF PAYMENTS TO PROVIDERS FOR SRRVICES RENDERED

SWING BED SKILLED NURSING FACILITY 14 0351)

DESCRIPTION

VERSION, 2007.06
07,11/2008 13,15

WORKSHEET K-i

PART B
MM’O YYYY AMOUNT

3 4

.01
02PROGRAM

TO
PROVIDER

54

99

SUBTOTAL
6 DETERMINED NET SETTLEMENT AMOUNT

)EALAPJCE DUE) BASED ON THE COST

REPORT.

7 TOTAL MEDICARE PROGRAM LIABILITY

NAME OF INTRRMEDIARY,

S ‘TURE OF AUTHORIZED PERSON,

NONE

NONE

325964

INTERMEDIARY NUMBER,

DATE )MC.OAY YE:

3 . 99

4

5 Cz
5.Cj
5.50
5.51
5 52

5. 99

6.01
6 . 02



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. MIN LASH MICRO SYSTEM VERSION 2017,06

PERIOD FROM 03/01/2007 TO 02/29/2008 IN LIEU OF FORM CMS 2552 96 9/1999 07I10/2, 8 3],S

CALCULATION OF REIMBURSEMENT SETTLEMENT SUPPLEMENTAL
SMING BEDS MORSSHEET E-l

ATICH OF NET COST OF COVERED SERVICES

TITLE V TITLE XVIII -- TITLE XIX
S B HF S. B SNF S. B SEP S ‘B SNF S. B HF

PAFT A PART B
14 Z351 14 Z351,

1 1 2 1 1

1 INPATIENT ROUTINE SERVICES SMING BED SNF 230054 1

2 INPATIENT ROUTINE SERVICES SMING BED HF 2

3 ANCILLARY SERVICES 117833 3

4 PER DIEM COST FOR INTERNS AND RESIDENTS NOT IN 4

APPROVED TEACHING PPCGSAI4

5 PROGRAM DAYS
6 INTERNS AND RESIDEI:TS NOT IN APPROVED TEACH:NG

PROGRAM
7 UTILIZATION REVIEM HYSICIAN COMPENSATION

SNF OPTICNAL METHOD ONLY

S SUBTOTAL
9 PRIMARY PAYER PAYMENTS

10 SUBTOTAL 34”887 11

11 DEDUCTIBLES BILLED TO PROGRAM PATIENTS EXCLUDE 11

AMOUNTS APPLICABLE TO PHYSICIAN PROFESSIONAL

SERVICES
12 SUBTOTAL 34’887 12

13 COINSURANCE BILLED TO PROGRAM PATIENTS EXCLUDE 15478 13

COINSURANCE FOR PHYSiCIAN PROFESSIONAL

SERVICES)
14 80% OF PART B COSTS 14

is sUB’roTAL 332409 15

16 OTHER ADJUSTMENTS 16

17 REIMBURSABLE BAD DEBTS (EXCLUDE BAD DEBTS FOR 17

PHYSICIAN PROFESSIONAL SERVICES)
17.01 REIMBURSABLE BAD DEBTS FOR DUAL ELIGIBLE 17.01

BENEFICIARIES
18 TOTAL 332409 18

19 SEQUESTRATION ADJUSTMENT 19

20 INTERIM PAYMENTS 325964 It

20.01 TENTATIVE SETTLEMENT FOR Fl USE ONLY 2’

21 BALANCE DUE PRUVDR, PSUGRAM 6446

22 PROTESTED AMOUNTS (NDNALLOMABLE COST REPORT II

ITEMS) IN ACCORDANOR WITH CMS PUB iS’II,

SECTION 115.2



PROVIDER NO. 14-1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION 2007.06

PERIOD FROM 03/01/2007 TO 02/29/2008 IN LIEU OF POEM CMS 2652-96 (9/1999) 07/10/2008 1315

CALCULATION OF REIMBURSEMENT SETTLEMENT WORKSHEET E-3
PART II

PART II - MEDICARE, PART A SERVICES - COST REIMBURSEMENT

HOSPITAL SUB I SUB II SUB III SUB I’ SN I

1 INPATIENT SERVICES
101 NURSING AND ALL:EC HEALTH MANAGED CARE

PAYMENT SEE INSTPUCCIONS
2 ORGAN ACQUISITION
3 COST OF TEACHING PHYS:CIAKS
4 SUBTOTAL 2553682 4

5 PRIMARY PAYER PAYMENTS
6 TOTAL COST 2079219 6

COMPUTATION OF LESSER CF COST OR CHARGES

REASONABLE CHARGES
7 ROU’r:NE SERVICE CHARGES 7

8 ANCILLARY SERVICE CHARGES 8

9 ORGAN ACQUISOTION CHARGES, NET OF REVENUE

10 TEACHING PHYSICIANS 10

11 TOTAL REASONABLE CHARGES 11

12 AGGREGATE AMOUNT ACTUALLY COLLECTED FROM PATIENT 12

LIABLE FUN PAYMENI SON SERVICES ON A CHARGE BASIS
13 AMOUNT THAT WOULD HAVE BEEN REALIZED FROM 13

PATIENTS LIABLE FOR PAYMENT FOR SERVICES ON A
CHARGE BASIS HAD SUCH PAYMENT BEEN MADF IN
ACCORDANCE WITH 42 CFR 413.13 E

14 REIIO OF LINE 12 TO LINE 13

15 TOTAL CUSTOMARY CHARGES 15

16 EXCESS OF CUSTOMARY CHARGES OVER REASONABLE COST 16

17 EXCESS OF REASONABLE COST OVER CUSTOMARY CHARGES 17



PROVIDER NO, 14 1351 CLAY COUNTY HOSPICAL OPTIMIZES SYSTEMS, INC. WN LASH MICRO SYSTEM VERSION; 20(7.6

PERIOD FROM O3/01’2007 TO 02/29 2203 IN LIEU OF FORM C’MS 552 96 9’1999 7 13 2008 1..,’,

CALCULATION OF REIMBURSEMENT SETTLEMONI WCRFSHEET S
PAR 1 :1

PART II MEDICARE PART A SHR’;:DES - CGS’I RENBURSEMEN’I’

HOSPITAL SUB : SUB II SUB III SUB IV SNF

COMPUTATION OF REIMBURSEMENT SETTLMEHT

18 DIRECT GRADUAIE MEDICAL EDUCATION PAYMENTS 18

19 COST OF COVERED SERVICES 2579219 19

20 DEDUCTiBLES 523505 20

21 EXCESS REASONABLE COST 21

22 SUBTOTAL 2058664 22

23 COINSURANCE i84

24 SUBTOTAL 2057481 24

25 REIMBURSABLE BAD DEBTS EXCLUDE BAD DEBTS 5)625 25

FOR PROFESSIONAL SERVICES;
25.01 REDUCED REIMBURSABLE BAD DEBTS

25.02 REIMBURSABLE BAD DENTS FOR DUAL EL:G:BLE

BENEFICIARIES ‘SEE INSTRUCTIONS
26 SUBTOTAL
27 RECOVERY OF EXCESS DEPRECIATION RESULTING FROM

PRDV:DER TERMINATION OR A DECREASE IN PROGRAM

UTILIZATION
28 OTHE? ADJUSTMENTS 28

29 AMOUNTS APPLICABLE TO PRIOR COST REPORTING 29

PERIODS RESULTING FROM DISPOSITION OF
DEPRECIABLE ASSETS

30 SUBTOTAL 2115105 30

31 SEQUESTRATION ADJUSIMENT 31

32 INTERIM PAYMENTS 1799205 32

32.01 TENTATIVE SETTLEMENT (FOR Fl USE ONLY( 32 01

33 BALANCE DUE PROVIDER/PROGRAM 315930 33

34 PROTESTED AMOUNTS NGNALLOWABLE COST REPORT 34

ITEMS( IN ACCORDANCE WITH CMS PUB 15 II,

SECTION 115,2



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INc. WIN-LASH MICRO SYSTEM VERSION, 2107.06

PERIOD FROM 03/012017 TO 02.29/2008 IN LIEU OF FORE CNS-2552-96 9/96’ 0711/2008 13,15

BALANCE SHEET WORKSHEET G

ASSETS GENERAL SPECIFIC ENOOErSENr PLANT

FUND PURPOSE FUNO FUND

FUND
1 2 3 4

CURRENT ASSETS

1 CASH ON HAND AND IN BANKS 223”253 1

2 TRMPCEARY INVESTMENTS 09353

3 NOTES RECEIVABLE

4 ACCOUNTS RECEIVABLE 2401420 4

5 COWER RECEIVABLES 78291

6 ALLOWANCE FOR UNCOLLECTIRAW

NOTES & ACCOUNTS RECEIIABLR 6

7 iNVENTORY 137350 7

8 PREPAID EXPENSES 164233 8

DINER CURRENT A5SEIS 62411

10 DUE FROM OTHER FUNDS 10

11 TOTAL CURRENT ASSETS 12060341 11

FIXED ASSETS

12 LAND 132111 12

12 01 ACCUMULATED DEPRECIATION 12 11

13 LAND IMPROVEMENTS 226853 13

13.01 ACCLMULATEO DEPRECIATION 168918 13.01

14 B1LJ1NGS 11584839

14.01 ACCUMULATED DRPRECIATICN 44504”6 14.

15 LEASEHOLD IMPROVEMENTS 15

15,01 ACCUMULATED ANORT1ZATION 1”,1

16 FIXED EQUIPMENT 5537216 16

16.01 ACCUNULATEO DEPRECIATION 3735222 16.01

17 AUTOMOBILES AND TRUCKS 17

17.01 ACCUMULATED DEPRECIATION 17.01

18 MAJOR MOVABLE EQUIPMENT 18

18.01 ACCUMULATED DEPRECIATION 18.01

19 MiNOR EQUIPMENT DEPRECIABLE 19

19,01 ACCUMULATED DEPRECIATION 19,21

20 MINOR EQUIPRENT-NONDEPRECIABLE 20

21 TOTAL FIXED ASSETS 9096403 21

OTHER ASSETS
22 INVESTMENTS 22

23 DEPOSITS ON LEASES 23

24 DUE FROM OWNERS/OFFICERS 24

25 OTHER ASSETS 2373390 25

250’ TOTAL OTHER ASSETS 2373390 26

2 TOTAL ASSETS 23530134 2”

LIABILITIES AND FUND BALANCES GENERAL SPECIFIC ENDOWMENT PLANT

FUND PURPOSE FUND FUND

FUND

CURRENT LIABILITIES

28 ACCOUNTS PAYABLE 398049 28

29 SALARIES, WAGES & FEES PAYABLE 568061

30 PAYROLL TAXES PAYABLE 3

31 NOTES & LOANS PAYABLE (SHORT TERM’ 31

32 DEFERRED INCOME 32

33 ACCELERATED PAYMENTS 33

34 DUE TO OTHER 8UNDS 34

35 OTHER CURRENT LIABILITIES 196070 35

36 TOTAL CURREN’I LIABILITIES 1162180 36

LONG-TERM LIABILITIES

3” MORTGAGE PAYABLE 37

38 NOTES PAYABLE 6417887 38

39 UNSECURED LOANS
39

40 LOANS FROM OWNERS .02 PRIOR TO 7’1,65 40

.02 ON OR AFTER 7 1/66

41 OTHER LONG TERN LIABILITIES 4

42 TOTAL LONG TERM LIABILITIES 5417887 42

43 TOTAL LIABILITIES 80057 47

CAPITAL ACCOUNTS

44 GENERAL FUND BALANCE

SPF”IFIC PUP.PSE FUND BALANCE

45 OONOP. CP”ATEZ ENIOSNENT F..0L’ 902-NLS1,-0000

4 - D”NIF OF 501050 P0:D’ZXFEN”’ SOIL.. BOO’ .019 ETP I COED

4, pLAN: oooo LALA’.T5 :50:5.5060 IN PLANT

SI ‘IAL 0.00 BALALI’FS

5.. T’ ‘AL ..L.ABIL IF ANt, F’’.I BALADCE



PROVIDER NO. 14 I3. CLAY COUNTY HOSPITAL OP’CMIZER SYSTEMS, INC WIN LASH MICRO SYSTEM ‘IERSILN: 2I7.76

PERIOD FROM 03r 1 2017 TO 1229 ‘2008 IN LIEU CF FORM CMS-2551 9 9 96 10 2D9 13

STATEMENT OF CHANGES IN FUNO BALANCES EORKSHEEI G I

GENERAL FUNO SPECIFIC PURPOSE FUND ENOOWMENT FUNO PLANT FUND

1 2 3 4

1 FUNO BALANCES AT BEGINNING OF PERIOD 15378349 1

2 NET INCOME LOSS ‘178

3 TOTAL 1595’067 3

4 AOCTIDNS CRE::T AOJUSTMEOIOS

8

10 TOTAL ADDITIONS 10

11 SUBTOTAL 5950167

12 DEDUCTIONS DEBIT ADJUSTMENTS) 12

13

14

15

18 TOTAL DEDUCTIONS

19 FUND BALANCE AT END OF PERIOD 1950067 19

PER BALANCE SHEET



PROVIDER NO. 14-1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION 2007.06

PERIOO FROM 03/01/2007 TO 02/29/2008 IN LIEU OF FORM CMS-2552-96 (9/96) 07/10/2008 1315

STATEMENT OF PATIENT EEVENUES AND OPERATING EXPENSES WORKSHEET G-2
PARTS I & II

PART I PATIENT REVENUES

REVENUE CENTER INPATIENT OUTPATIENT

GENERAL INPATIENT ECUTINE CARE SERVICES

I HOS9:TAL 264214

2 SUBPROVIDER I
4 SWING BED - SHE

5 SWING BED - NF

6 SKILLED NURSING FACILITY

7 NURSING FACILITY -

8 OTHER LONG TEEM CARE 8

9 TOTAL GENERAL INPNTIENT CARE SERVICES 2642114 2642114

INTENSIVE CARE TYP INPATIENT HOSPITAL SERVICES

10 INTENSIVE CARE UNIT 10

11 CORONARY CARE UNIT 11

12 BURN INTENSIVE CARE UNIT 12

13 SURGICAL INTENSIVE CARE UNIT 13

14 OTHER SPECIAL CARE SPECIFY)
15 TOTAL INTENSIVE CARE TYPE INPATIENT HOSPITAL SERVICE 15

16 TOTAL INPATIENT ROUTINE CARE SERVICES 2642104 2642104 16

1’ ANCILLARY SERVICES 6847327 6847327 17

18 OUTPATIENT SERVICES 21416262 21416202 18

18.50 RHC 1763834 1763834 18.50

19 HOME HEAL”H AGENCY 19

20 AMBULANCE 7r6466 7 6460 2

21 CORE 21

22 ASC 22

23 HOSPICE 23

24 24

25 TOTAL PATIENT REVENUES 9489431 23886496 33375927 25

PART II OPERATING EXPENSES
1 2

26 OPERATING EXPENSES 15648997 26

27 PROVISION FOR UNCOLLECTIBLE ACCOUNT 1330384 27
28

29 29

30 30

31 31

32 32

33 TOTAL ADDITICNS 1331764 33

34 DEDUCT (SPECIFY 34

-
35

-,
37

38 38

39 TOTAL DEDUCTIONS 39

46 TOTAL OPERATING EX?ENSES 169 9391 41



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER S1STEM INC WIN LASH MICRO SYSTEM UERS ‘

PERIOD FROM 3D1230’ TO 22 25 215 IN LIEU OF FORM CR5 255)969

STATEMENT OF REVENUES AND EXPENSES XORYSHEET 0 3

DESCRIPTION

TOTAL PATIENT REVEIDJES 33375927 1

2 LESS CONTRACTUAL ALlOWANCES AND DISCOUNTS ON PATIENTS ACCOUNTS 16918618 2

3 NET PATIENT REVENUES 16457309 3

4 LESS TOTAL OPERATING EXPENSES 16979381 4

5 NET INCOME FROM SERVICE TO PATIENTS -522072 5

6 CONTRIBUTIONS DONATIONS BEQUESTS, ETC. 155759 6

7 INCOME FROM INVESTMENTS 518713 7

8 REVENUE FROM TELEPHONE ANO TELEGRAPH SERVICE 8

9 REVENUE FROM TELEVISION AND RADIO SERVICE 9

10 PURCHASE DISCOUNTS 10’

11 REBATES AND REFUNDS OF EXPENSES

12 PARKING LOT RECEIPTS

13 REVENUE FROM LAUNDRY AND LINER SERVICE

14 REVENUE FROM MEALS SCUD T, EMPLOYEES AND GUESTS 14

15 REVENUE FROM RENTAL OF LIVIND QUARTERS IS

6 REV FROM SALE OF MED & EURO S’JPP TO OTHER THAN PATIENTS 16

17 REVENUE FROM SALE OF DRUGS TO OTHER THAN PATIENTS

18 REVENUE FROM SALE OF MEDICAL REOCRUS AND ABSTRACTS 3252 18

19 TUITION FEES, SALE OF TEXTBICFS, UNIFORMS, ETC. 19

20 REVENUE FROM GIFTS, FLOWER, COFFEF SHOPS, CANTEEN 20

21 RENTAL OF VENDING MACHINES 21

22 RENTAL OF HOSPITAL SPACE 22

23 GOVERNMENTAL APPROPRIATIONS 23

24 TAX REVENUE 224475 24

2401 RENTAL INCOME 45389 24.01

24.02 MISCELLANEOUS INCOME 69417 24.02

25 TOTAL OTHER INCOME 1093790 25

26 TOTAL 571718 26

27 27

28 28

29 29

30 TOTAL OTHER EXPENSES II

31 NET INCOME )OR LOSS) FOR THE PERIOD 571718 31



PROVIOER NO. 14-1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM vERS:ON 2007.06

PERIOD FROM 03/01/2007 TO 02/09’2108 IN LIEU OF FORM CMS 2552-96 (9/96 17/11/2008 13/15

ALLOCATION OF ALLOWABLE CAPITAL COSTS FOR EXTRAORDINARY CIRCUMSTANCES WORKSHEET L 1
PART I

EXTRAORGI I&R COST &

COST CENTER DESCRIPTION NARY CAP SL’BTOTAL SUBTOTAL POST STEP- TOTAL
REL COSTS DOWN ADJS

I SA 25 26 27

GENERAL SERVICE COST CENTERS

3 NEW CAP EEL COSTS-BLDG & FIX’I

3 .11 NEW CAP RHC EEL COSTS BLDG Fl

4 NEW CAP EEL COSTS-MVBLE EQUIP 4

5 EMPLOYEE BENEFITS

6 ADMINISTRATIVE & GENERAL

8 OPERATION OF PLANT

8,01 RHC UTILITY EXPENSE 8.11

9 LAUNDRY & LINEN SERVICE 9

10 HOUSEKEEPING 10

11 DIETARY 11

12 CAFETERIA 12

14 NURSING ADMINISTRATION 14

15 CENTRAL SERVICES S SUPPLY 15

16 PHARMACY 16

17 MEDICAL RECORDS & LIBRARY 17

INPATIENT ROUTINE SERV COST CENTERS

25 1’,DUL’IS & PEDIATRICS 25

ANCILLARY SERVICE COST CENTERS

37 OPERATING ROOM 37

40 ANESTHESIOLOGY 40

41 RADIOLOGY DIAGNOSTIC 4

44 LABORATORY 44

49 RESPIRATORY THERAPY 4,

50 PHYSICAL THERAPY 51

53 ELECTROCARDIOLOGY ‘.3

54 ELECTROENCEPHALOGRAPHY 54

55 MEDICAL SUPPLIES CHARGED TO PAT

56 DRUGS CHARGED TO PATIENTS 56

59 PSYCHIATRIC/PSYCHOLOGICAL SERVI 59

OUTPATIENT SERVICE COST CENTERS

61 EMERGENCY 61

62 OBSERVATIGN BEDS (NON-DISTINCT 62

63.50 RHO 63.50

OTHER REIMBURSABLE COST CENTERS

65 AMBULANCE SERVICES 65

71 HOME HEALTH AGENCY 71

/ SPECIAL PURPOSE COST CENTERS

SUBTOTALS 95

NONREIMBURSABLE COST CENTERS

96 GIFT, FLOWER, COFFEE SHOP & CAN 96

98 PHYSICIANS’ PRIVATE OFFICES

101 CROSS FOOT ADJUSTMENTS

112 NEGATIVE COST CENTER 112

.13 TOTAL II’

114 TOTAL STATISTICAL BASIS 104

106 UNIT COST MULTIPLIER 1:5

105 UNIT COST MULTIPLIER 115



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION 2007.06

PERIOD FROM 03/01/2007 TO 02/29/2008 IN LIEU OF FORM CMS 2552-96 (11,’98) 07/10 2008 13]5

RHC I WORKSHEET F-)
ANALYSIS OF PROVIDER BASSO RURAL HEALTH CLINIC COMPONENT NO 14 3458

/
FEDERALLY QUALIFIED HEALTH CENTER COSTS

C. [XX]RHC
APPLiCABLE BOX [ I FQHC

RECLASSIFIED LET ENPENSES
COMPEN OTHER RECOASS:F:- TRIAL ADJUST- FOR
SATION COSTS TOTAL CATICKS BALANCE MENTS ATZICATICN

1 2 3 4 5 6 7

FACILITY HEALTH CANE STAFF CCSTS

2 PHYSICIAN 293477 293477 293477 -2651. 26496 1

2 PHYSICIAN ASSISTANT 2

3 NURSE PRACTITiONER 196211’ 196212 196211 196212 3

4 VISITING NURSE 4

5 OTHER NURSE 168361 168385 168385 168385 5

6 CLINICAL PSYCHOLOGIST 6

7 CLINICAL SOCIAL NOREEN
7

8 LABORATORY TECHNICIAN 8

9 OTHER FACILITY HEALTH CANE STAFF COSTS 3C6 3058 IS8 359 9

10 SUBTOTAL (SUM OF LINES 1 9) 661130 661130 6113C 29512 63262/ 51

COSTS UNDER AGREEMENT

11 PHYSICIAN SERVICES UNDER AGREEMENT 434594 434594 434594 434594 )

12 PHYSICIAN SUPERVISION UNDER AGREEMENT 52

13 OCHER COSTS UNDER AGREEMENC 13

14 SUBTOTAL SUM OF LINES 11 13) 434994 434594 44594 434594 14

OTHER HEALTH CARE COSTS
15 MEDICAL SUPPLIES 22397 22397 22397 22397 15

16 TRANSPORTATION (HEALTH CARE STAFF) 16

17 DEPRECIATION-MEDICAL EQUIPMENT 17

18 PROFESSINAL LIABILITY INSURANCE 106084 106084 106084 106084 18

19 OTHER HEALIH CARS COSTS 61735 61735 61735 61735 19

20 ALLOWABLE OWE COSTS 20

21 SUBTOTAL (SUM OF LINES 15-20) 190216 190216 190216 190216 21

22 TOTAL COSTS OF HEALTH CANE SERVICES 661130 624810 1285940 1285940 -28510 1257430 22

COSTS OTHER THAN RHC/FQHC SERVICES

23 PHARMACY 23

24 DENTAL 24

25 OPTOMETRY 25

26 ALL OTHER NONREIMBUNSABLE COSTS 26

27 NONALLGWABLE OWE COSTS

28 TOTAL NDNREIMBURSABDR COSTS -

FACILITY OVERHEAD

29 FACILITY COSTS 242423 240423 24C423 4 4/ .9

3’ MINISTRATI1E COSTS 32

33 AL FACILITY OVERHEAD 24142 241423 241423 241423 31

3 FAL FACILITY COSTS 91153 624IC 1526363 152363 28511 149783 32



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION 2007.06
PERIOD FROM 03/01/2007 TO 02/29/2018 IN LIEU OF FORM CMS-2552 96 (9/2000) 07/10/2009 1315

RHC I WORKSHEET M-2
ALLOCATION OF OVERHEAD TO RHC/FQHC SERVICES COMPONENT NO 14-3459

C( XXjRHC
A CABLE BOX [ I FQHC

VISITS ADO PRODUCTIVITY

NUMBER GREATER OF
OF FTE TOTAL PRODUCTIVITY MINIMUM CDL. 2 OR

PERSONNEL VISITS SIANDARD VISITS CDL. 4
1 3 4 5

1 PHYSICIANS 1.51 5421 4211 6342
2 PHYSICIAN ASSISTANTS 2
3 NURSE PRACTITIONERS 248 s8 3
4 SUBTOTAL 3.99 1155 14’97 4
5 VISITING NURSE
6 CLINICAL PSYCUOI.001ST
7 CLINICAL SOCIAL WORKER
8 TOTAL FTEs AND ‘JSITS 399 j497

9 PHYSICIAN SERVICES CROWS AGREEMENTS 5055 SlOb 9

DETERI4INATION OF ALLOWABLE COST APPLICABLE TO RHC/ FQHC SERVICES
10 TOTAL COSTS OF HEALTh CARE SERVICES 1257431 10
ii TOTAL NONREIMBURSABLE COSTS 11
12 COST OF ALL SERVICES EXCLUDING OVERHEAD 1257430 12
13 RATIO OF RNC1FQHC SERVICES 1.000000 13
14 TOTAL FACILITY OVERHEAD 247423 14
15 PARENT PROVIDER OVERHEAD ALLOCATED TO FACILITY 859412 15
16 TOTAL OVERHEAD 1098835 16
17 ALLOWABLE GME OVERHEAD 17
18 SUBTRACT LINE 17 FROM LINE 16 1r58835 18
19 OVERHEAD APPLICABLE TO RHC/FQHC SERVICES 1098835 19
20 TOTAL ALLOWABLE COST OF RHC/FQHC SERVICES 2356265 10



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION 2007,06

PERIOD FROM 03/01/2007 TO 02/29/2008 IN LIEU OF FORM CMS-2552 96 .5/2004 7/10 2008 1315

FHC I WORKSHEET M 3

CALCULATION CF EWIMBURSEMENT SELILEMENT FOR RUC PQHC SERVICES CCMFCNENT ND 14- 45

- XX I RHC TITLE V

JABLE BOX [ J FQHC XX TITLE XVIII
CITLE XIX

DETERMINATION OF RATE FCR RHC/SQHC SEFv:CES

I TOTAL ALLOWABLE COST OF RHC’FQHC SERVICES 2356265 1

2 COST OF VACCINES AND THEIR ADMINISTRATION 6501 2

3 TOTAL ALLOWABLE COST EXCLUDING VACINS 2349764 3

4 TOTAl VISITS 14793 4

5 PHYSICIANS VISITS UNDER AGREEMENT 5055 5

6 TOTAL ADJUSTED VISICS 19848 6

7 ADJUSTED COST PER VISIT 118,39 7

CALCULATION OF LIMIT)1)
PRIOR TO ON OR AFTER
JANUARY 1 JANUARY 1 SEE INSTR.)

1 2 3

5 PER VISIT PAYMENT LIMIT 110 84 i’D .68 8

9 RATE FOR PROGRAM COVERED VISITS 118.39 128.19 9

CALCULATION OF SETTLEMENT

10 PROGRAM COVERED VISITS EXCLUDING MENTAL HEALTH SERVICES 5395 Ii

11 PROGRAM COST EXCLUDING COSTS FOR MENTAL HEALTH SERVICES 638714 11

12 PROGRAM COVERED VISITS FOR MENTAL HEALTH SERVICES 12

13 PROGRAM COVERED COST FROM MENTAL HEALTH SERVICES 13

14 LIMII ADJUSTMENT FOR MENTAL HEALTH SERVICES 14

15 GRADUATE MEDICAL EDUCATION PASS THROUGH COST 15

16 IOTAL PROGRAM COST 638714 16

16.01 PRIMARY PAYOR PAYMENTS 275 16.01

17 LESS BENEFICIARY DEDUCTIBLE 56491 17

18 NET PROGRAM COST EXCLUDING VACCINES 591948 18

19 REIMBURSABLE COST CF RHC/FQHC SERV:CES, EXCLUDING VACCINE 465558 19

20 PROGRAM COST OF VACCINES AND THEIR ADMINISTRATION 6501 20

21 TOTAL REIMBURSABLE PROGRAM COST 472159 21

22 REIMBURSABLE BAD DEBTS 2616 22

22.01 REIMBURSABLE BAD DEBTS FOR DUAL EL:DIBLE BENEFICIARIES 22.11

23 OTHSE ADJUSTMENTS 23

24 NET REIMBURSABLE AMOUNT 4”465 24

25 INTERIM PAYMENTS 3658 2s

2 TENIATIVE SETTLEMENT (FOR FISCAL INTERMEDIAFY USE ONLY 25.01

BALANCE DUE COMPONENT/PROGRAM 1 8917 .16

2/ PROTESTED AMOUNTS (NONALLOWABLE COST REPORT ITEMS) 27

IN ACCORDANCE WITH CM5 PUB 15 II, CHAPTER I, SECTION 115.2

(1) LINES 8 THROUGH 14 FISCAL YEAR PROVIDERS USE COLUMNS 1 & 2, CALENDAR YEAR PROVIDERS USE COLUMN 2 ONLY.



PROVIDER NO. 14-1351 CLAY COUNTY -IOSPITAL OPT,D4IZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION: 2C07.15

PERIOD FROM 03/20210’ TO OD’29’2008 IN LIEU OF FORM CMS255296 92000. 0’/I/2008 23:15

RHO I WORKSHEET M 4

COMPUTATION OF PNEUM00000AL AND INFLUENZA VACCINE COST COMPONENT NO: 14 3458

XX] RHO ] TITLEV

ABLE BOX: ] I FQHC XX TI OLE XVIII
TITLE XIX

PNEDII000CCAL INFLUENZA

1 HEALTH CARE STAFF COSTS 632627 63262, 1

2 RATIO OF PNEUM00300AL AND INFLUNZA VACCINE STAFF TIME I.11262 120972 2

TO TOTAL HEALTH CARE STAFF TIYF

3 PNEUM00000AL AND INFUENZA VACCINE HEALTH CARE STAFF COST 39 52 3

4 MEDICAL SUPPLIES COST PNEUM0000CAL ANL INFUENZA VACCINE 392 2496 4

5 DIRECT COST OF PREUM00000AL AND INFLUENZA VACNE 431

6 TOTAL DIRECO COST OF THE FACILITY 12 430 257431

7 TOTAL OVERHEAD 198835 1 98839

8 RAOIO OF PNEUM00000AL AND INFUENZA VACCINE DIRECT COST TO 0.00 34 0.902416 5

TOTAL DIECT COST

9 OVERHEAD COST PNEUM00000AL AND INFLUENZA VACCINE 265k 9

10 TOTAl, PNEUM0000CAL AND INFLUENZA VACCINE COST AND 91’S 5693 11

ITS THEIR) ADMINISTRATION

11 TOTAL NUMBER OF PNEUM00000AL AND INFLUENZA VACCINE 8 113 11

INJECTIONS
12 COST PER PNEUM00000AL AND INFLUENZA VAoo:NE INJECTION 101.00 50.38 12

13 NUMBER OF SNEUN0000CAL AND INFLUENZA VACCINE INJECTIONS 8 113 13

ADMINISTERED TO MEDICARE BENEFICIARIES

14 MEDICARE COST OF PNEUM00000AL AND INFLUENZA VACCINE AND 808 5693 14

ITS (THEIR) ADMINISTRATION

15 TOTAL COST OF PNEUM00000AL AND INFLUENZA VACCINE AND 6501 15

ITS (THEIR) ADMINISTRATION
16 TOTAL MEDICARE COST OF PNEUM00000AL AND INFLUENZA 6501 16

VACCINE AND ITS (THEIR) ADMINISTRATION



PROVIDER NO. 14 1351 CLAY COUNTY HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION, 200706

PERIOD FROM 03/01/2007 TO 02/29/2008 IN LIEU OF FORM CMS 2552-96 (11/98 07 10/2018 13.15

ANALYSOS OF PAYMENTS TO HOSPITAL EASED RHC/FQHC PROVIDER PHC I WORKSHEET K

FOR SERVICES RENDERED TO PROOPJ,Y BENEFICIARIES COMPONENT NO, 4 345w

C’ [XX,RHC

A JABLE BOX, J FQHD

DESCRIPTION PART B

AMC.JNT

1 TOTAL INTERIM PAYMENTS PAID TO PROVIDER 365758 1

2 INTERIM pAYMFN’rS PAYABLE ON INDIVIDUAL SILLS EITHER NONE 2

SUBMITTED OR TO BE SUBM1ITEO TO THE INTERMEDIARY FOR

SERVICES RENDERED IN THE COST REPORTING PERIOD. IF

NONE, WRITE ‘NONE , OR ENTER A ZERO.

3 LIST SEPARATELY EACH RETROACTIVE LUMP SUM .01 3.01

ADJUSTMENT AMOUNT BASED ON SUBSEQUENT PROGRAM .02 3.02

REVISION OF THE INTERiM RATE FOR THE COST TO .03 NONE 3.13

REPORTING PERIOD ALSO SHOW DATE OF EACH PROVIDER .04 3 14

PAYMENT. IF NONE, WRIIE ‘NONE OR ENTER A ZERO.
.50 3.5

PROVIDER .51 3.51

TO .52 NONE 3 52

PROGRAM .53 3

.54 54

SUBTOTAL .95

4 TOTAL INTERIM PAYMENTS 365758 4

TO BE COMPLETED BY INTERMEDIARY

5 LIST SEPARATELY EACH TENTATIVE SETTLEMENT PAY- PROGRAM .01 5,01

MENT AFTER DESK REVIEW. ALSO SHOW DATE OF EACH TO .02 5.02

PAYMENT. IF NONE, WRITE ‘NONE’ OR ENTER A ZERO. PROVIDER .03 5.03

PROVIDER .50 5.50

10 .51 5.51

PROGRAM .52 5.52

SUBTOTAL 99 5.99

6 DETERMINED NET SETTLEMENT AMOUNT PROGRAM TO

BALANCE GUE BASED ON THE COST PROVIDER .01 Gd

REPORT. PROVIDER TO .02 6 02

PROGRAM

7 TOTAL MEDICARE PROGRAM LIABIlITY

F INTERMEDIARY, INTERMEDIARY NUMBER

SIGNATURE OF AUTHORIZED PERSON, DATE MO/DAY/YR
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